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The Community Hospital and Public Health 


IRA V. HISCOCK 


human destiny are at stake, and our foremost 

objective is to win this war—a war not of 
armies but of peoples. Nothing is of more impor- 
tance for the achievement of victory and of peace 
than the maintenance of mental and physical 
health on the home front, from which the military 
and industrial personnel must come. While our 
troops are doing their utmost, those at home face 
mounting burdens which call for alertness, cour- 
age, energy, faith, joint planning and cooperative 
action. 


T= are serious times when great issues of 


The mutual interests of administrators of hos- 
pitals and of public health programs are many and 
varied. They are assuming increasing importance 
with the pressure for efficient use of manpower 
and of all other resources; and meanwhile new 
vistas are opening with advances in the medical 
and the social sciences. Furthermore, public in- 
terest in health and physical fitness was never 
greater than today; while the benefits of good hos- 
pital care were never more generally appreciated 
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and sought. While we as administrators work 
shoulder to shoulder and study our jobs more 
closely, we may find better ways to perform some 
of our tasks and broader opportunities to insure 
fullness of living as we look forward to peaceful 
days ahead. We must be flexible as well as re- 
sourceful in our approach to these challenging 
problems. 


There is a peak in the White Mountains to which 
I like to climb in summer and look for miles across 
the country in many directions. As we climb an- 
other peak and scan the landscape to view the 
broad fields of hospital care and public health, we 
are conscious of clouds on the horizon, but there is 
much blue sky, too. The American Hospital Asso- 
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ciation and the American Public Health Associa- 
tion have reported many forms of organized 
cooperation between public health agencies and 
agencies for the organized care of the sick. These 
organizations together with the American College 
of Surgeons, the American Medical and the Amer- 
ican Dental Associations, the National Nursing Or- 
ganizations, and Federal Health Bureaus have 
done much to develop standards. We are working 
toward the same goals and services are inter-re- 
lated for care of communicable and industrial 
diseases, for maternal and child health, for mental 
hygiene, for nursing, and for social service. 


Advantages of Cooperative Enterprises in 
Public Health Programs 


Some advantages of cooperative enterprises to 
those participating in the programs, with ultimate 
benefits for those served, are: economy; oppor- 
tunity for extension and wider utilization of serv- 
ice; better quality of service; possibility of under- 
taking new services through pooling of resources; 
better use of buildings and equipment; and promo- 
tion of understanding. A well organized and ac- 
tively functioning health and hospital council, or 
the provision of separate councils for health and 
for hospitals but with interlocking representation 
and with provision for joint sessions, greatly facili- 
tates community planning and helps to broaden 
the horizons of participating agencies. In many 
communities, such councils or committees are 
identified with the Council of Social Agencies. Ad- 
ministrators should take a leading part in the de- 
velopment and perfection of the council plan 
which has long been urged by the American Hos- 
pital Association and the National Health Council 
and which is needed for the emergency, for post- 
war planning and for continuing success in our 
democratic approach to the solution of problems 
for a better American way of life. 


Effect of Uneven Distribution of Hospital 
Service and Medical Care 

Let us consider a few details of inter-relation- 
ship which require that continuous efforts be made 
through periodic appraisals, to secure the correla- 
tion of activities in a manner to insure economy 
and efficiency in administration. It is of some con- 
cern, for example, that medical and hospital serv- 
ices tend to concentrate in population centers, 
while public health facilities are likewise more 
highly developed in urban communities. This 
uneven distribution creates problems of medical 
care and of public health. The ageing of the popu- 
lation, with a shift in the magnitude of certain 
diseases, has probably not simplified this problem. 
The growing recognition of the importance of 
properly organized and adequately staffed indus- 
trial medical services adds to the significance of 
these factors. 
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Or, to illustrate other questions, if a hospital 
neglects to report cases of communicable disease 
there will be delay in the investigation of sources 
of spread in the community. Perhaps a more sys- 
tematic plan needs to be worked out between the 
health department and the hospital with a sym- 
pathetic understanding developed between all con- 
cerned as to the factors involved. If a crowded 
hospital is unable to accept reservations for ob- 
stetrical cases, especially those from homes not 
properly equipped for delivery and for the early 
care of mother and infant, or if nurseries are over- 
taxed, the alert health officer and the active hos- 
pital administrator both become concerned about 
the hazards to maternal and child health as well 
as about relations with the medical and nursing 
groups. Can other resources be developed? Where 
does responsibility rest? 


Inadequacy of Provisions for Care of 
Convalescent and Chronic Cases 


One of the most common problems discovered in 
health and hospital surveys is the inadequacy of 
provisions for the care of convalescent and chronic 
cases. Another is the striking lack in most com- 
munities of adequate medical social service, 
coupled with prompt referrals of discharged cases 
to community nursing or social service agencies to 
help in the home adjustment, unless the com- 
munity plan provides for some other adequate fol- 
low-up system. There are still many isolation 
hospitals conducted as separate expensive enter- 
prises in communities where an affiliation with a 
general hospital would be an asset and frequently 
provide better service at less cost. Perhaps some of 
those isolation hospitals could be used for more 
constructive purposes. There are also independ- 
ently operated clinics and dispensaries, even in 


’ communities where general hospitals have more 


or less adequate facilities of out-patient depart- 
ments. Services might be strengthened if vested 
interests and traditions received less emphasis, 
and if more thought were given on a community 
basis to the organization of professional staffs. And 
a final detail, if the official agency or some other 
group fails to provide sufficient operating funds 
for the care of indigent cases, or if accepted poli- 
cies of admission to out-patient departments run 
counter to more liberal registration provisions of 
consulting health clinics, the hospital adminis- 
trator is faced with burdens sometimes difficult 
to solve unless there is machinery for clearance 
of problems with mutual respect and understand- 
ing. These are some of the reasons why every com- 
munity, to help solve such questions, should pro- 
vide for some form of representative committee or 
council, where the workers in different health and 
hospital agencies may come to know each other, 
and which may serve as a center for discussion of 
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new problems as they arise, as well as for the 
establishment of policies and administrative plans, 
and as a clearing house of information for the 
public. Both health and hospital administrators 
have a stake in the enterprise. 


Hospitals Lag in Practical Research Study of 
Problems of Health and Disease 


There is almost an untilled field in the records 
of hospitals for practical research study of prob- 
lems of health and disease. It is hoped that after 
this critical period has passed this fertile source of 
information may be more fully explored. Mean- 
while, it must be frequently emphasized that sys- 
tematic records are essential for both hospitals and 
health agencies. Where cooperative health work 
involving the care and assistance of patients exists, 
there should be mutual availability of pertinent 
facts. For example, considerable information has 
been assembled concerning the cancer problem for 
the benefit of patients through the study of clinic, 
hospital, and vital statistics records by cancer 
committees in cooperation with the agencies ren- 
dering service. Joint utilization of records is com- 
mon in the fields of maternal and child health, 
mental hygiene, and tuberculosis. Systematic use 
of the Social Service Index on a regional basis is 
increasing. Plans and policies for interchange of 
essential information must be formulated by the 
groups concerned in the light of local conditions, 
facilities and personnel in order to insure that the 
patient’s interests are protected while his welfare 
is promoted. Administrators may contribute much 
to community welfare by participation in careful 
studies of hospital and clinic records under scien- 
tifically controlled conditions. And while I recog- 
nize the complexity of the problem, I also believe 
that the proper care and follow-up of patients and 
the provision of constructive service may be fur- 
thered through the maintenance and appropriate 
confidential use of informative records in con- 
junction with other community agencies. 


Community Hospital a Community Health Center 


Looking further ahead, and rising above many 
administrative details is it too much to anticipate 
that the community hospital may increasingly be- 
come a community health center? Here and there 
such an achievement has been partially realized, 
but we have only begun to tap possibilities. It is 
certainly not too much to hope that there may be 
a clear-cut definition and division of functions of 
all available hospitals and medical resources on a 
regional basis. A recent statement of James A. 
Hamilton, President of the American Hospital As- 
sociation, is significant in this connection: 

“The day is passing when adequate health 
service, sufficient to satisfy the critical de- 
mands of the consuming public, can be fur- 
nished by the disjointed conglomeration of 
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health (including hospital and clinic—I. V. H.) 
agencies as they now exist. There is no more 
place for the theory of isolationism in the field 
of health than there is in the political and the 
economic realm. 

“Greater integration of medical practice, 
public health, medical education, research, 
and public welfare must be secured on local 
and state levels if the uneconomic, duplicating, 
and wasteful methods of the present practice 
are to be overcome; the high quality of med- 
ical care preserved; and the volume of health 
service extended to the great mass of: the pub- 
lic who are preparing to meet the hazards of 
health on a group basis. Probably there would 
be a battle of interests to determine which 
element of the combination would come out 
on top. It does not matter much which, nor 
whether each element retains its identity, so 
long as the coordination is secured.” 


Within the limits of the designated medical spe- 
cialty of the hospital, Hamilton visualizes the serv- 
ice as one of broad scope, not merely including 
in-patient care but also out-patient care, public 
health activities, mental hygiene, nutrition, social 
service, visiting nurse functions, ambulatory home 
care, and group medical practice. It is hoped in 
such a setting, which I believe is possible and prac- 
tical, that enlarged minimum routines would in- 
clude, for example, not only routine blood tests 
and x-ray examinations of all patients, but also 
of all employees who would likewise have the 
benefits of a comprehensive health service. The 
leadership of James Hamilton and his associates 
and the cooperation of many individuals and agen- 
cies are fast making these dreams come true in the 
hospital of which he is the director. 


Conservation of Public Health an Essential 
Function of Government 


The conservation of public health has long been 
recognized as one of the essential functions of gov- 
ernment; and the authorized force created by a 
governmental unit for health administration is 
the health department. In the modern scheme, the 
supervision of care of the indigent sick may be 
considered as a function of a medical care division 
of a well organized health department in coopera- 
tion with the hospital and welfare agencies. The 
voluntary agency occupies a place in a community 
health program for the conduct of certain impor- 
tant activities for which the local official agency 
is usually not equipped or ready, for the support 
of adequate standards of service—a responsibility 
also increasingly assumed by official agencies—for 
the dissemination of information to the public, and 
for experimentation and demonstration in pioneer 
fields. There are over twice as many general and 
special hospitals under private control as com- 
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pared with government ownership. The latter 
group, with nearly two thirds of all beds, main- 
tains, however, a preponderance of nervous and 
mental and tuberculosis institutions which are 
usually operating at high capacities and have wait- 
ing lists. Recognizing that there is not and prob- 
ably should not be a formula for application in 
every community, and that policies and standards 
are subject to change, much opportunity is offered 
for cooperation between both official and volun- 
tary health agencies and the public and voluntary 
hospitals in building the future plans for inte- 
grated community services. 


County and District Health Departments 


Great advances in public health have come 
through the development of full time county and 
district health departments. There are some areas 
which are too sparsely populated and have in- 
adequate tax resources for the maintenance of full 
time local health departments, although a com- 
bination of towns and even of counties is feasible. 
The combination of a health and a medical pro- 
gram built around a community hospital has been 
found practical in some localities. The cooperative 
rural hospital programs of the Commonwealth 
Fund, of the Duke Foundation, and of the Kellogg 
Foundation, and the plantation health and hospital 
services in Hawaii are valuable contributions to 
the rural program. In some large cities, it has been 
found helpful to locate district health centers 
within or in close proximity to a hospital, arrange- 
ments having been made through the cooperation 
of health and hospital authorities and sometimes 
of medical schools. In other cities and counties, 
health centers in districts, on a decentralized plan 
of service, provide for affiliation of professional 
staffs with health departments, voluntary health 
and social agencies, hospitals, and medical schools 
in a far-sighted administrative plan brilliantly 
conceived and ably executed. 


The Hospital’s Responsibility for the Education of 
Patients and Personnel 


Finally, the hospital and the clinic have a re- 








sponsibility for the education of both patients and 
personnel. Administrators may stimulate the in- 
struction of mothers before they return home with 


. their babies, a task of immediate importance dur- 


ing this period of emergency. Education in first 
aid, instruction of nurse’s aides, and supervision 
given to volunteers should have more than im- 
mediate benefits for public information and under- 
standing. The clinic offers an excellent opportunity 
for general health education through visual meth- 
ods and literature, and for special instruction 
regarding immunization against disease. We have 
only begun to train workers in health education 
for this task. Stimulus may be given to house 
physicians to take epidemiological as well as 
purely clinical histories, and to consider the social 
backgrounds of their patients in relation to other 
problems. 


In Conclusion 


I have emphasized some of the broad general 
principles upon which a sound community health 
program is based as we visualize the whole field of 
curative and preventive medicine. The distinction 
between prevention and cure can seldom be 
sharply drawn. When our doctors, dentists, and 
nurses return from military service they are not 
likely to be satisfied with conditions of individual 
practice and competition which were previously 
experienced in civil life. Meanwhile, those who 
have carried on at home will doubtless have form- 
ulated new and modified patterns of service. Pro- 
vision is necessary, through the work of private 
physicians, dentists and nurses, hospitals and dis- 
pensaries, official and non-official health agencies, 
for the furnishing to each individual in the com- 
munity of the best attainable health supervision 
and medical care in a manner to promote partici- 
pation by the individual in the maintenance of his 
own health and under economic conditions which 
will make the utilization of resources easy of at- 
tainment. Let us make our goals clear to the public 
whom we serve and say, in the words of Winston 
Churchill, “Give us the tools and we will finish 
the job,” in a land of freedom and fullness of life. 





> 
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Treatment of War Injuries 


One of the most useful and practical booklets 
that has come to our attention is “Treatment of 
War Injuries,” published and distributed by Merck 
and Company, Rahway, New Jersey. In short, con- 
cise and practical manner it covers the treatment 
and care of wounds, burns, shock, poisoning by 
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gas, and decontamination. It is written in language 
that a layman as well as the medical attendant 
may easily interpret. The book is timely, and 
Merck and Company. have made a definite contri- 
bution to the care of war accidents that may at 
any time affect our civilian population. 
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Emergency Organization of Hospitals 


in Great Britain During the War 


WILLIAM MOWLL FRAZER, O.B.E., M.D., M.Sc. 


T IS TO BE REMEMBERED, in considering all medical 
arrangements in Great Britain during the pres- 
ent war, that prior to 1939 much attention had 

been paid by the Government and the local 
authorities to the problems likely to arise in con- 
nection with hospitals and public health should 
hostilities with Germany take place. As early as 
1935 preliminary arrangements were being made, 
in a tentative way, to expand the medical services 
of the country with a view to contingencies which 
were then thought in informed circles to be re- 
mote but not beyond the realm of possibility. 
Because of all the thinking and planning which 
took place between 1935 and 1939 the medical 
services, including the hospitals, were in an ad- 
vanced state of readiness when war was declared, 
so that when the catastrophe broke upon an aston- 
ished and unprepared world this important part 
of the British organization for war was already 
functioning comparatively smoothly. 


The object of this discussion, which I feel it a 
great honour to communicate to the American 
Hospitals Association, is to detail the steps which 
were taken to prepare the British voluntary and 
municipal hospitals for the reception of large num- 
bers of casualties, largely, it was thought, arising 
from air raiding; and to give some account of the 
way in which the new organization of hospitals 
and their auxiliary services have borne the strains 
and stresses to which it has been subjected since 
September 1939. 


It is to be noted that the emergency hospital 
organization grew up pari passu with the Civil 
Defence Services. These two organizations are 
complementary—the one dealing with the preven- 
tion of casualties, to the extent that it is humanly 
possible, and their collection when they do occur, 
the other providing the complicated therapeutic 
machinery for the treatment of all the injuries 
which could be inflicted upon the human body by 
the brutal mechanisms of war. 


Emergency Hospital and Medical Service 


Until the later part of 1938 the organization of 
hospitals proceeded slowly, as few members of 
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local authorities or of the governing bodies of vol- 
untary hospitals were really convinced that events 
were happening in Europe which were making 
war inevitable. But long before Munich the foun- 
dations of the organization had been well laid and 
at least some part of the superstructure had been 
erected. The fundamentals of the war emergency 
hospital organization—termed officially the Emer- 
gency Medical Service—were that the Ministry of 
Health should be in charge of the E.MLS., partly in 
a supervisory and partly in an administrative ca- 
pacity; that the major local authorities and the 
boards of voluntary hospitals should retain the 
operational control of their hospitals, continuing to 
provide accommodation for civilian cases, as before, 
but, in addition, placing at the disposal of the 
Ministry of Health an assigned number of beds for 
the reception of air raid casualties and wounded 
and sick from the services; and that various types 
of ancillary services, for example, a blood trans- 
fusion service, pathological and bacteriological 
services, and the provision of specialized treat- 
ment services of a kind not usually available at 
hospitals in peacetime should become the financial, 
and to some extent the direct administrative, re- 
sponsibility of the Ministry. These arrangements, 
simple as they are in principle although extraor- 
dinarily complicated as regards details, were not 
agreed to by the local authorities without some 
disputation mainly on the subject of finance—but 
I need not emphasize this point before an audi- 
ence of administrators in a democratic state! 


The Hospital Officer and His Group Officers 


The Ministry of Health’s organization had, as its 
head, a Director General at the Central Office in 
London and the country was divided, for hospital 
as well as for Civil Defense purposes, into twelve 
large regions. The senior officer for E.M.S. pur- 
poses on the medical side in each region is called 
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the Hospital Officer who is responsible directly to 
the Director General in London. He has assistants, 
both medical and clerical, at the Ministry’s region- 
al offices and in populated areas such as those 
including the great provincial cities of Birming- 
ham, Liverpool and Manchester, the Hospital Offi- 
cer is represented by a local deputy—the Group 
Officer—who is invariably a medical man of high 
standing and seniority in his profession. The 
Group Officer’s area is much wider than the City 
on which it is centered and it includes a number 
of affiliated hospitals in the surrounding counties. 
It is not the duty of any of these officers to admin- 
ister hospitals; that function is still performed by 
the major local authorities and their officers, and 
by the governing bodies of the various voluntary 
hospitals. What the Ministry of Health’s repre- 
sentatives do is to supervise the general working 
of the scheme in their regions, arrange for the 
transfer of patients as between the hospitals in 
one local authority’s area and another and facili- 
tate the provision of medical and nursing staffs. 
These functions are valuable, indeed essential, 
since they ensure liaison between hospitals gov- 
erned by different sets of authorities, and serve to 
weld the peace time system of individual hospitals 
or groups of hospitals into a more or less homo- 
geneous national service, without interfering more 
than is necessary with local autonomy. 


Advisers and Blood Transfusion Officer 


Associated with the Central Office of the Min- 
istry of Health are certain medical men who are 
advisers both central and regional in special sub- 
jects such as general surgery and orthopedics, and 
in each region there has been appointed a Blood 
Transfusion Officer who acts as the administrative 
officer in connection with the blood transfusion 
service. The nursing services, of which I shall 
have more to say later, are directed by a Matron- 
in-Chief at the Ministry of Health headquarters 
and she is represented in the regions by senior 
matrons and in the groups within the regions by 
sector matrons. Pathological services under the 
E.M.S. have been undertaken by the Medical Re- 
search Council which has organized a series of 
Public Health bacteriological laboratories and is 
now engaged in improving the facilities for gen- 
eral pathological work at various municipal and 
voluntary hospitals. 


Such is the central emergency organization. At 
the periphery there are groups of hospitals con- 
trolled by the major local authorities and the 
(usually) individual voluntary hospitals, each 
governed by its own board. In Great Britain the 
number of local authority hospital beds is between 
three and four times that of the voluntary hos- 
pitals, but the latter work at a higher percentage 
of bed occupation. As a result of both these factors 
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_the voluntary hospitals have been able to spare 


comparatively few beds towards the E.MS. 
scheme which is organized predominantly on the 
basis of local authority beds, staffed, however, as 
far as the higher ranks of medical practitioners 
are concerned, by consultants and specialists from 
the voluntary hospitals. Although local authority 
accommodation in Great Britain is large it suffers 
from the defect, considering it from the point of 
view of reception of casualties, that much of it 
has been built and equipped for the purpose of 
dealing with persons suffering from tuberculosis 
and infectious diseases or with senile or mental 
patients and hospitals of this type are not imme- 
diately suitable for treating air raid casualties. 
Nevertheless, the E.M.S. scheme took account of 
this accommodation, some of which, after adapta- 
tion, proved suitable for its purposes. 


Increasing the Number of Available Hospital Beds 


During the period from 1935 to 1939, we were 
faced with the problem of increasing by some 
hundreds of thousands the numbers of hospital 
beds available in the country. One method of do- 
ing this would have been to build but this would, 
of course, have been an expensive solution of the 
problem and as the situation appeared to us then 
it did not look as if sufficient time would be avail- 
able. Actually, between 1937 and the present time, 
much building of one kind and another has been 
done, but the object of most of it has been to facil- 
itate the adoption of other methods, especially the 
method of upgrading. This method recognized the 
fact that buildings, beds and some equipment were 
available at the kind of institution to which I have 
just referred, namely, sanatoria, fever hospitals, 
mental hospitals and the like; but that some adap- 
tation of buildings and a higher standard of staff- 
ing would be necessary to convert these hospitals 
into what we call casualty hospitals, fit for the 
reception of injured persons who would require, 
in many cases, surgical or orthopedic treatment. 


Many hospital beds were provided in this way 
and they were found very valuable when air raid- 
ing began in earnest in August 1940. We had, how- 
ever, to put up with the loss of sanatorium, fever 
hospitals, and other beds and, although some of 
this loss was made up by crowding and in other 
ways, nevertheless, a reduction in the number of 
sanatorium beds available for the country has 
proved a great hardship especially as the tuber- 
culosis notification rate has increased since the 
war began. This was the national policy at the 
time when the Emergency Medical Service was 
taking shape and the need for the maximum num- 
ber of casualty beds seemed overwhelming. It was, 
nevertheless, a mistaken policy to use sanatorium 
beds for E.M.S. purposes as experience has shown 
very conclusively, and there is now some tendency 
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showing itself, in view of the rise in the number 
of tuberculosis notifications, to increase the num- 
ber of sanatorium beds at the expense of casualty 
or general hospital accommodation. 


Points Determining the Practicability of 
Upgrading a Particular Hospital 

When considering whether it is practicable to 
upgrade a particular hospital such as a fever hos- 
pital or institution attention must be paid to the 
following points: 1) water, sewage and electricity 
facilities, 2) kitchen and laundry arrangements 
and the possibility of their extension, 3) the capa- 
city of the nurses’ home and the practicability of 
allowing senior nurses to live out, 4) accommoda- 
tion for the increased staff of resident medical 
officers, 5) pathological services and their enlarge- 
ment, 6) extemporising of operating theatres in 
sufficient number, 7) x-ray arrangements, 8) the 
availability of buildings for special purposes, that 
is for remedial exercises, splint-making, etc. (if 
orthopedic cases are taken), 9) office accommoda- 
tion, pack stores (if military cases are dealt with). 
This list of matters which had to be considered in 
connection with the upgrading of a hospital, or, 
as is more usual, part of a hospital, is not exhaus- 
tive. If a satisfactory amount of accommodation is 
available and staff and equipment can be obtained 
most other difficulties can be overcome if a prac- 
tical rather than an ideal standard of efficiency is 
accepted. That standard can well be less than that 
required in a first-class general hospital since the 
scope of the work to be performed is much more 
restricted, comprising mainly wound surgery. 


Other methods used for providing beds for casu- 
alty purposes are the bringing into service of day 
rooms and other miscellaneous accommodation at 
a large hospital and a reduction in the space allo- 
cated to each bed thereby increasing by a small 
amount the bed capacity of the ward. Moreover, 
economies can always be made in the use of hos- 
pital beds during emergency conditions. The most 
highly equipped and staffed hospital in the ordin- 
ary routine under peacetime conditions admits pa- 
tients who do not need hospital treatment at all 
while many cases are kept, ex abundantia caute- 
lae, a few days longer than is strictly necessary. 
Some flexibility in these matters is a commonplace 
of hospital administration in normal circumstance 
but it cannot be afforded during a war when air 
raids are threatening. Occasionally a building be- 
comes available which is almost ideally suitable 
for hospital purposes. This great good fortune hap- 
pened in Liverpool shortly after war was declared 
when the students from a newly-built teachers’ 
training college on the outskirts of the city were 
evacuated to a safer area, and the board of a vol- 
untary hospital situated in a highly dangerous 
Position near the docks took over the premises. 
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Accommodation was increased, as a consequence, 
and the hospital board informed me, after two 
years’ experience of occupation of the new prem- 
ises, that they were highly satisfied with the 
change. 


Expanding of Existing Hospitals Preferable to 
Organizing a Completely New Hospital 


This was an exceptional circumstance, and it 
must be said that opinion in Great Britain is 
rather against any proposals to open an entirely 
new hospital with a new staff in premises built for 
another purpose although this has occasionally 
been done in the case of military and naval hos- 
pitals. The provision of new beds in connection 
with the E.M.S. has, therefore, been carried 
through on the basis of the expansion of existing 
hospitals and seldom, as far as I am aware, by the 
method of organizing a completely new hospital. 
It is admitted, of course, that circumstances 
might arise which would render the rapid organ- 
ization of new hospitals inevitable such as the 
contingency of far heavier bombing raids than 
Great Britain has yet experienced, and, as a pre- 
liminary, lists of schools have been compiled for 
this purpose. But the lists have, fortunately, never 
had to be used. 


By agreement with the Ministry, Liverpool and 
other hospital authorities have kept available for 
casualty purposes, a specified number of beds in 
each hospital forming part of the Emergency Med- 
ical Service, these beds being paid for partly on 
the basis of availability and partly on occupation. 
These hospitals are also under the obligation to 
take military wounded and sick, the policy adopt- 
ed in the 1914-18 war by the Army of organizing 
special military hospitals having, to some extent, 
been abandoned in the present war. E.M.S. hos- 
pitals also provide accommodation for such refu- 
gees as require medical attention, for sailors from 
the merchant service and members of the various 
women’s services. All these categories together 
with certain sick and civilian air raid casualties 
have provided for our hospitals an extensive and 
interesting field of work, and during the past few 
months we have had the privilege of caring for 
some of the sick from American units in Great 
Britain—not on many occasions, because I can as- 
sure you, from personal observation, that the 
health of your troops stationed in my country is 
excellent. 


Staffing Increased Hospital Accommodations 


The staffing of our increased hospital accom- 
modation has always presented problems, accen- 
tuated by the call-up of doctors and nurses for 
the services. As far as doctors are concerned the 
shortage is very acute, especially in the junior 
grades, and both municipal and voluntary hospi- 
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tals, whether E.MLS. or not, are now largely staffed 
by the older consultants, a small proportion of 
senior medical officers, some alien practitioners, 
women doctors and fifth and sixth year medical 
students. 

Women medical practitioners, our great stand- 
by during the first two years of the war, are now 
being compulsorily called up, at certain ages, for 
service with the women’s auxiliary organizations. 


Nursing, although somewhat of a problem, does 


not present such difficulties as the medical profes-: 


sion since the organization of a Civil Nursing Re- 
serve was taken in hand about two years before 
the war began. Nurses employed in the Civil Nurs- 
ing Reserve fall naturally into three categories, 
namely, 1) those who are fully trained nurses but 
who, owing to marriage or for some other reason, 
had discontinued the practice of their profession, 
2) assistant nurses, women who have had some 
nursing training in hospital before the war, but are 
not fully qualified, and 3) auxiliary nurses, some 
of whom before the war had been“given a short 
special course of training in hospital, but who are 
now indistinguishable from the pupil nurses, ex- 
cept that the latter, intending to adopt nursing as 
a profession, take the usual examinations, while 
the former do not. Nurses enrolled in the Civil 
Nursing Reserve are paid reasonably generous 
salaries and the majority live outside the hospital. 
As regards nursing generally, one effect of the war 
has been to elevate the financial status of the pro- 
fession and it is likely that the report of the Rush- 
cliffe Committee, now sitting, will recommend 
extensive improvements in the salaries paid to 
nurses. 


Speaking generally, partly through the agency 
of the Civil Nursing Reserve and partly by ordin- 
ary recruiting, we have succeeded in obtaining 
sufficient nurses to staff all the new hospital ac- 
commodation during the three years of the war. 
Action by the Ministry of Labour in allowing 
women compulsorily called up in their groups to 
volunteer for nursing instead of going into the 
services has been of great value in connection with 
hospital staffing. 


Safety During Air Raiding Operations 


At the outset of the war, and even before the 
war, many things had to be done to all hospitals, 
including casualty hospitals, to make them safe 
to receive patients during air raiding conditions. I 
use the term “safe” in a relative sense, as of course 
no hospital accommodation except that situated 
deeply underground can be regarded as secure 
against the danger of a direct hit from a high ex- 
plosive bomb; but an increased degree of safety 
against blast and splinters as far as the vital parts 
of a hospital are concerned can be obtained by 
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means which are practicable in wartime. Hospi- 
tals, planned for peacetime use, should be given 
plenty of natural lighting and adequate ventila- 
tion and this, in English practice, means the pro- 
vision of large amounts of window space, which 
is very difficult to protect in the event of air 
raiding. 


The extent to which protection should be afford- 
ed depends on the degree of risk likely to be in- 
curred. Hospitals situated in areas specially liable 
to bombing, for example in densely populated dis- 
tricts or near to munition works and important 
factories, receive the maximum amount of protec- 
tion, while those in relatively safe parts of the 
country, such as rural areas, receive little and in 
some cases no protection. Protection, as I have 
said, is relative. From the effects of a heavy bomb 
falling at a distance of not less than 100 feet or a 
medium bomb at not less than 50 feet some protec- 
tion is possible; but bombs are becoming heavier 
and the blast effects greater so that these distances 
may have to be exceeded. No safeguards of any 
kind can be provided against the damage produced 
by the direct impact and explosion of a heavy 
bomb, although measures for the protection of 
staff by the provision of air raid shelters are made. 


Windows 


Windows on the ground floor of hospital wards 
were, in the early stages of the war, protected by 
outside sandbag walling; but this has for the most 
part broken down and has been replaced by brick 
walls 14” thick, the height of which, for reasons of 
ventilation, reaches slightly lower than the top of 
the windows. Second and third floor windows are 
not, in practice, protected by walling, but only by 
the fixing of cellophane, muslin, or brown paper 
on the glass, inside the building. During raiding 
several hospitals were rendered temporarily un- 
usable by the destruction of their window glass. 
Vital parts of the hospital, for example operating 
theatres, x-ray plants and switchboards are pro- 
tected, as far as may be practicable, by outside 
brick walling. Operating theatres, with their large 
expanses of glass, have always proved a difficulty. 
Skylights should be covered in, and the outside 
glass replaced by filling in with brickwork, or al- 
ternatively by using a removable wooden frame- 
work which can be placed in position at night. 
Generally speaking, if an operating theatre is dan- 
gerously exposed and cannot be adequately pro- 
tected it is better to use it in the daytime only, 
when risks of raiding are slight, and replace it 
for night use by an extemporized theatre situated 
in a safer part of the building. 


All methods of protection, including the black- 
out, involve a reduction of natural lighting and of 
ventilation and, therefore, should only be under- 
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taken where absolutely necessary. Our experience 
has been that hospital staff prefer to accept a 
smaller measure of protection rather than to be 
forced to work in a stuffy atmosphere by artificial 
light. 

Other Measures of Protection 


Other measures of protection are available for 
staff off duty and for patients who can be moved. 
Sometimes basements which can be strengthened 
to take the debris load if the structure above is 
destroyed are available close to ground floor 
wards, and these have proved in many cases of 
great value in saving life when hospitals in Great 
Britain have been damaged by bombing. One gen- 
erally used method of protection is the construc- 
tion of surface or underground shelters, built of 
brick or concrete, and having sufficient accommo- 
dation to take the average number of staff off duty 
and a proportion of patients. Inevitably doctors 
and nurses on duty remain with their patients 
either in the wards (when patients cannot be 
moved) or in shelters or basements. 


Precautions Against Fire 


During times when severe air raiding is going 
on it is the usual practice to evacuate the upper 
floors of buildings owing to the danger from fire. 
Precautions against fire may be referred to briefly. 
They consist of fire-watching schemes manned by 
hospital staffs and volunteers, the provision of 
static water supplies in large tanks holding 20,000 
gallons, situated in the hospital grounds, and con- 
structed of metal, brick or concrete, motor pumps 
being available, and the supply of chemical fire 
extinguishers, stirrup pumps and buckets of water 
and sand in each ward. Lofts are regarded as a 
special source of danger since incendiary bombs 
may lodge in the roof timbers and cause serious 
fires. Fire-watching is, therefore, carefully done in 
these situations, means of access such as ladders 
are kept handy, roof timbers are painted with 
non-inflammable composition, and inflammable 
lumber is removed. 


Blood Transfusion Service 


A fundamental feature of the Emergency Med- 
ical Service has been the organization throughout 
the country, under the auspices of the Ministry of 
Health, of a Blood Transfusion Service, whereby 
whole blood, plasma and serum have been made 
available, in quantity, for use at the resuscitation 
units of the casualty hospitals. This organization, 
which incorporated the numerous local transfu- 
sion services in operation before the war began, 
is in charge of a Blood Transfusion Officer in every 
area, who is assisted by medical officers in each 
populous district. In general, medical men in 
charge of blood transfusion arrangements at the 
various centres in the region are pathologists and 
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their headquarters are situated at important local 
hospitals where blood is grouped and examined by 
the Wassermann test. All unused blood is con- 
verted to plasma which is filtered and put up in 
glass containers of a standard pattern ready for 
use with standardized transfusion outfits at resus- 
citation units. Every region sends the excess sup- 
plies of plasma and serum to the three drying 
units where dried blood products are prepared 
mainly for use in the forces in the different the- 
atres of war. In each region there are a number 
of “blood banks” where large reserves of blood 
and plasma are stored for emergencies. Smaller 
supplies of plasma are kept at all casualty hos- 
pitals in readiness for air raids and also for ordin- 
ary civilian purposes, while transport arrange- 
ments have been made for sending plasma, etc. 
from one blood bank to another within the region, 
and, in an emergency, from one region to another. 
During the severe air raiding on Great Britain the 
arrangements made by the Blood Transfusion 
Service were subjected to a severe and prolonged 
test and they came through the ordeal with great 
credit. 
Donors 


Donors are all volunteers and many have donat- 
ed blood at three-monthly intervals ever since 
war was declared. Volunteers came forward in 
very large numbers at first, but the call-up of men 
and women into the services and into industry 
has severely depleted the original donor panels. 
Emergencies such as air raids have, however, al- 
ways brought forward large numbers of new 
donors even in those places where the response 
to the requirements for the regular bleeding ses- 
sions has been poor. Almost all of the large firms 
have loyally supported the appeals of local offi- 
cers, though the shortage of medical and nursing 
staff for these factory bleeding sessions is begin- 
ning to make itself felt in all parts of the country. 


The Civilian (E.M.S.) transfusion service is 
closely linked with the Army and Navy services 
and supplies the Air Force directly. In this way 
the whole country is cooperating to ensure an effi- 
cient transfusion service for the ordinary civilian 
hospital needs as well as for the emergency re- 
quirements of air raids and the various battle 
fronts. 

Resuscitation Units 


A discussion of the blood transfusion service 
logically brings one to the subject of the resusci- 
tation units which have been organized at every 
casualty reception hospital and which had more 
effect in reducing the death rate amongst those 
injured in air raids than any other single part of 
the service. In theory, some rough preliminary 
sorting of casualties into the seriously injured, 
for conveyance to hospital, and the slightly in- 
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jured who can be treated at first aid posts is made 
by the stretcher parties on the site of the bomb 
explosion; but in the midst of the hazardous and 
nerve-racking conditions obtaining at the time, in 
darkness, with other bombs falling near at hand 
it is small wonder that the sorting of casualties is 
imperfect and many cases of trivial injury find 
their way to the casualty hospitals. There is, there- 
fore, another and more accurate sorting of casual- 
ties by the medical staff of the hospital on admis- 
sion and only those whose condition is serious are 
admitted to the resuscitation ward. 


The vast majority of those who will require 
operation are unfit to be sent to the operating 
theatre on admission to hospital owing to the 
effects of shock and hemorrhage, and some will 
die in a short time in the absence of immediate 
treatment for these conditions. Serious cases suf- 
fering from severe shock and from hemorrhage 
are therefore admitted to the resuscitation ward, 
while patients less gravely injured are sent to a 
ward to be made ready for the operating theatres. 


Shock 


Before I proceed to describe the organization 
and equipment of a resuscitation unit at a casualty 
hospital it may be well to remind ourselves of the 
circumstances accompanying the condition known 
as secondary or wound shock. They are given in 
some detail in the Medical Research Council’s War 
Memorandum No. 1 on the Treatment of Wound 
Shock. This condition is characterized by weak- 
ness, pallor, and raised pulse rate, and in advanced 
cases by lowered body temperature, sweating, low 
blood pressure, rapid “thready” pulse, vomiting 
and intense thirst. It causes, like hemorrhage, a 
condition of circulatory failure, due to diminished 
blood volume, with a consequent fall in heart out- 
put and blood flow through the tissues of the body. 
Internal hemorrhage, and loss of blood and blood 
plasma in the tissues account for the decrease in 
the volume of circulating blood in wound shock. 
But wound shock is of course a product of other 
factors including fatigue, dehydration, pain and 
exposure to cold. 


Treating Wound Shock 


In treating cases of wound shock we must, 
therefore, have regard to the factors which cause 
it and hence the fundamentals of treatment con- 
sist of continuous transfusions of plasma, warmth, 
and the giving of morphia. The amount of plasma 
used depends upon the condition of the patient 
but, in a serious case, he will be given at least five 
pints, the systolic and diastolic blood pressures 
being taken half-hourly. Warmth is obtained by 
the use of blankets, hot water bottles to the ex- 
tremities, and radiant heat cradles. Some surgeons 
hold that high concentrations of oxygen, using the 
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B.L.B. mask, are valuable in the treatment of 
shock. 


The resuscitation unit is laid out and equipped 
for the purpose of giving the treatment described 
above to large numbers of patients as rapidly as 
possible. It consists of a large well-protected 
ground floor ward with plenty of space in the 
center and between the beds. Beds are on bed 
blocks. They are supplied with fracture boards and 
are made ready with blankets and hot water bot- 
tles; each has on it a radiant heat cradle and beside 
it a fluid delivery set. Oxygen cylinders with 
B.L.B. masks are available in the centre of the 
ward. 


The staff in the resuscitation unit should be 
given as much experience as possible. In particu- 
lar, the medical officers should obtain practice in 
getting the needle into the vein in the bend of the 
elbow so that it is seldom necessary to cut down 
on to the vein even in an exsanguinated patient. 
The object of all the work done in the resuscita- 
tion ward is to render the patient fit for the oper- 
ating theatre and, therefore, plasma transfusion is 
continued until enough has been given to restore 
and maintain the volume of circulating blood. 
Operation should, if at all possible, take place 
within six and eight.hours in order to reduce the 
likelihood of sepsis and gas gangrene. Anti-tetanic 
serum is given to all patients who have suffered 
a breach of continuity of the skin, including those 
with burns, on three occasions at weekly intervals, 
the first while in the resuscitation ward, or the 
other part of the hospital to which they are first 
admitted. 


Some patients are x-rayed with a portable set 
while in the resuscitation ward; but this procedure 
will depend on the opinion of the surgeons who 
visit the unit and decide upon the operation list 
according to the condition of patients and their 
progress towards fitness for operation. A sufficient 
number of operating tables should be available to 
deal with cases from the resuscitation ward, pa- 
tients whose condition is such that they do not 
require measures of resuscitation and those with 
minor injuries. Too few operating tables may pro- 
duce a serious block in the hospital arrangements. 


Providing Specialized Forms of Treatment 

Up to now I have been dealing with some gen- 
eral aspects of the organization of hospitals for 
the reception of casualties—central and local ad- 
ministration, the methods used to secure an in- 
crease in the number of hospital beds, protection 
of hospitals, the blood transfusion service, and re- 
suscitation units. 


It is now necessary to consider some arrange- 
ments for providing specialized forms of treatment 
for types of injury which cannot be dealt with by 
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the ordinary methods of surgical operation. Such 
specialized treatment arrangements are generally 
organized by the Ministry’s advisers on a regional 
basis at suitable hospitals situated near large cities 
so that consultants can attend regularly without 
inconvenience. The main centres of this type are 
those dealing with orthopedics, the psychoses and 
neuroses, facio-maxillary and cranial injuries and 
injuries to the chest—all conditions in which the 
course of treatment may be long, and beset with 
complications which necessitate repeated consul- 
tations with the specialist. 


Let me say a word or two about the reasons for 
the formation of special centres before I go on to 
describe the functions and use of some of them. 
The main reason for these centres is that they pro- 
vide very highly skilled personnel and special 
equipment for dealing with conditions which are 
not met with in the same form or to the same 
extent in peacetime and in respect of which, dur- 
ing active military operations or air raiding, a 
large demand for treatment arises. To treat such 
conditions at each casualty hospital would be 
highly uneconomic, and indeed, in view of the 
scarcity of specialists of the required degree of 
skill, and of the difficulty of obtaining the necessary 
equipment, such a course would be impracticable. 
It was recognized, therefore, in our preparations 
before September 1939, that special centres in con- 
nection with a limited number of conditions would 
be essential and it was realized that in order to 
command the confidence of the medical profession 
these units must be placed under the supervision 
of men of the highest possible standing in their 
own subjects. This supervision is exercised by the 
regional advisers who visit frequently not only 
the special centres but also individual casualty 
hospitals for the purpose of deciding whether par- 
ticular patients require special treatment. In our 
experience the decision of the regional adviser is 
willingly accepted by the medical superintendents 
or staff of the casualty hospitals and, because of 
the standing of the regional advisers in their own 
subjects, personal friction between them and their 
medical colleagues is rare. 


Of the conditions referred to injuries to the bony 
structures of the limbs are by far the most com- 
mon in war time just as fractures are the most 
usual result of industrial accidents in peace; and 
because of the latter fact we possess large num- 
bers of orthopedic surgeons who are a priceless 
asset to a nation engaged in a modern war, 
and, at our large hospitals, many orthopedic units 
equipped with plaster rooms, shops for the making 
of splints, gymnasia at which remedial exercises 
can be given, facilities for massage, and work 
places where rehabilitation of the functions of in- 
jured limbs can take place. It has not, therefore, 
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been necessary to create any new hospital depart- 
ments for orthopedic purposes in connection with 
air raid injuries but, in some cases, beds have been 
added to existing units and, under the guidance of 
the Ministry and their orthopedic advisers, the 
standard of treatment has been improved and the 
facilities in the larger city hospitals have become 
available throughout much wider areas than be- 
fore. 

As far as I am able to ascertain the opinions of 
specialists in orthopedics it does not seem likely 
that revolutionary developments, such as took 
place in the last war, will result from the experi- 
ence gained in the present one; but in the treat- 
ment of wounds of the limbs, involving bone in- 
juries, progress has been made and the credit for 
much of this has been due to the pioneer work of 
an American Orthopedic Surgeon, Dr. Winnett 
Orr, who, after the last war, and working on cases 
of osteomyelitis found that it was possible, after 
complete opening of the infected bone to cover the 
whole limb in plaster with a great improvement 
in the patient’s general condition, absence of pain 
and limitation of the spread of sepsis. This work 
of Winnett Orr, it is agreed, was the foundation of 
Trueta’s treatment of wounds of the extremities 
in the Spanish Civil War—the closed plaster 
method—and in British hospitals during the pres- 
ent war a similar technique has been followed 
with excellent results. Alder Hey Hospital, in 
Liverpool, selected by Sir Robert Jones and under 
Professor T. P. McMurray, was during the last 
war, the first military orthopedic hospital in any 
country and it was founded largely to correct the 
deformities resulting from the then inefficient 
treatment of fractures. This hospital is functioning 
partly as an orthopedic hospital in the present war 
under the same orthopedic surgeon. 

During 1914-18 massage was considered of value 
in itself after fracture treatment; but today, re- 
habilitation of the function of injured limbs by 
re-education exercises in a properly equipped 
gymnasium by prescribed occupation in a work- 
shop and by games plays a prominent part in treat- 
ment. Nerve injuries are dealt with in Special 
Nerve Injury Centres where research is going on 
on the subject of nerve regeneration. 

This account is only intended to indicate briefly 
what is going on in connection with war orthoped- 
ics. Great improvements in the details of treatment 
have been made as a result of experience in the 
last war and in the light of subsequent develop- 
ments in dealing with industrial accidents. 


Maxillo-Facial Units 


Maxillo-facial units deal directly with injuries 
to the face and jaw and also with any plastic sur- 
gery which may be necessary in order to minimize 
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or prevent disfigurement. Such cases are first seen 
in the casualty hospitals and if the soft tissues of 
the face are extensively involved or the injury has 
resulted in fracture of the jaw the patient will nor- 
mally be transferred by the Group Officer to a 
facio-maxillary centre for specialized treatment. 
Before leaving the casualty hospital first aid treat- 
ment may be given by the surgeon in conjunction 
with the dental officer of the hospital, and this will 
include the removal of loose teeth, cleaning up the 
mouth and the immobilization of fragments of 
bone by means of ligatures, for the purpose of 
making the patient comfortable and preventing 
deterioration of his condition during the transfer. 


A building used for the purposes of a maxillo- 
facial unit should provide accommodation for a 
preliminary treatment block, an eye examination 
room, an operating theatre, an electro-therapeutic 
department and a plastic operating block and a 
dental department; the personnel, besides the di- 
rector, consisting of specialists in plastic surgery, 
a radiologist, a part-time consultant in medicine, 
medical officers, some of whom should be skilled 
in anesthetics, and dental surgeons, together with 
nurses, a radiographer and dental mechanics. 


It would be beyond my capacity to give a résumé 
of the principles involved in the treatment of max- 
illo-facial injuries but they are fully discussed in 
a Memorandum to the Army Council by the Army 
Advisory Standing Committee issued in 1935. 
Treatment is best given at a specially equipped 
centre, of which there are now several in Great 
Britain, and involves cooperation between the sur- 
geon and especially the specialist in plastic sur- 
gery and the dental surgeon—the function of the 
latter being of great importance in connection 
with most types of jaw injuries. 


Wounds and Injuries to the Chest 


A few special centres have been established for 
the treatment of wounds and other injuries to the 
chest. The procedure is that the medical superin- 
tendent of the casualty hospital notifies the case 
to the group officer who makes the necessary ar- 
rangements for the patient to be removed to the 
Special Centre; all penetrating wounds and severe 
crush injuries of the chest are thus notified but 
not surface wounds or simple fractures of the ribs. 
If the patient at a casualty hospital cannot be 
moved the medical superintendent communicates 
with the Ministry’s Hospital Officer at Regional 
Headquarters and asks for a mobile team. The 
usual response to this request is that the surgeon 
of the special mobile team visits the hospital and 
decides whether a chest operation should take 
place forthwith or whether the patient can be 
moved to the Special Centre. If the former, the 
remainder of the mobile team is summoned and 
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the operation takes place at the casualty hospital. 
One important reason for retaining a particular 
patient with chest injuries at a casualty hospital 
at least for some days is that he may be suffering 
from serious wound elsewhere, for example, in the 
head; or he may have a persistent tension pneumo- 
thorax; or the missile may have penetrated tan- 
gentially causing damage to the diaphragm and 
upper abdominal viscera. 


Apparatus at a Chest Centre should include a 
portable x-ray set, supplies of oxygen with B.L.B. 
masks, a special Brompton Hospital operating 
table, bronchoscope, electric suction pump for as- 
pirating fluid continuously from the chest and a 
surgical diathermy set for dealing with deep blood 
vessels in the chest. The surgical staff of the unit 
will have had, in peacetime, experience in the per- 
formance of thoracoplastics, lobectomies, etc., and 
there are, fortunately, a sufficient number of sur- 
geons with this special type of experience avail- 
able. 

Neurosis—Holiday Centres 


In the early part of the war it was apprehended 
that the onset of air raiding would cause many 
cases of neurosis, slight or severe, amongst the 
civilian population placed suddenly and without 
preparation or training in the forefront of the bat- 
tle. Preparations were made for an influx of cases 
of this kind who would normally be referred to hos- 
pitals or special centres from First Aid Posts to 
which they would, in the ordinary way, tend to 
gravitate. Cases of this kind would vary in severity 
from a simple exhaustion or minor neurosis to a 
fully-fledged psycho-neurosis or psychosis. As far 
as the minor neuroses are concerned the problem 
appeared to be fully met by the establishment of 
holiday centres in the country remote from bomb- 
ing where exhausted civilians, including A.R.P. 
personnel, could obtain a few days’ rest and a few 
nights’ sleep. Where the condition is more serious, 
the patient can be referred to Special Neurosis 
Centres, of which there is at present a number 
available for both civilians and members of the 
services, and there are Psychosis Centres at some 
military hospitals for Army patients, and one for 
members of the A.T.S. and W.A.A.F. The number 
of cases of neurosis and psychosis in the serv- 
ices, including the women’s services such as the 
W.A.A.F. and A.T.S. has not, as far as I am aware, 
been excessive, while the occurrence of neurosis 
amongst the civilian population has been compara- 
tively infrequent so that the treatment facilities 
at special centres and even the arrangements made 
for the opening of holiday homes have, up to now, 
only been utilized to a limited extent. 


Effort Syndrome Patients 


Closely related to the special neurological cen- 
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tres are the centres for the diagnosis and treat- 
ment of cases preserving the Effort Syndrome, the 
chief of which is at Mill Hill and intended for the 
reception of military patients. The classic symp- 
toms of this condition—so well known in the last 
war under the title of D. A. H.—are breathlessness, 
exhaustion and palpitation occurring after an 
amount of exertion which would produce no ef- 
fects in a perfectly healthy man and sometimes 
arising from no apparent cause. If these symptoms 
are present and such organic diseases as pulmo- 
nary tuberculosis, chronic heart disease, influenza, 
rheumatic heart disease and exopthalmic goitre, 
etc. have been excluded, it is advisable that the 
patient should be transferred to the Special Centre 
for investigation. Effort Syndrome patients are 
easily influenced by suggestion, and apart from 
this, the facilities for rehabilitation, physical train- 
ing, and occupational therapy used in connection 
with the treatment of neurosis are available at the 
Special Centres for Effort Syndrome cases. 


How Britain’s Arrangements Stood the Test 


My last task, in this paper, is to consider how all 
these complicated arrangements for the treatment 
of the injured in air raids and also for dealing with 
a proportion of the combatant wounded stood the 
test during part of 1940 and of 1941, when bomb- 
ing of populous centres in Great Britain was heavy 
and when, in addition, the E.M.S. hospitals were 
called upon to provide accommodations for some 
of the British Army casualties in the fighting re- 
treat to Dunkirk and for British, French and Polish 
soldiers wounded in the evacuation from that 
town. As far as military wounded were concerned 
there is little to be said; they were few in relation 
to the large accommodation of the country’s 
casualty hospitals, and although from the surgical 
point of view, wounds inflicted several days pre- 
viously no doubt presented points of interest the 
administrative problems involved in dealing with 
these cases were not serious ones. 


Casualties arising from air raids began to appear 
in small numbers in August 1940, and the Civil 
Defence organizations as well as the emergency 
hospital service, with which operationally they 
were intimately associated, were able to perfect 
their arrangements before being subjected to a 
much sterner test in the later attacks. In a typical 
severe air raid there would be perhaps 1000 per- 
sons killed, 1000 sufficiently seriously injured to 
be taken to hospital and 1000 slightly injured. 
These proportions of killed to injured were usual. 


If the area raided happened to be a large city, 
such as Liverpool, this number of casualties could 
easily be handled within the limits of the available 
hospital accommodation. A raid of this dimension 
on a town of a half or a quarter of the size of Liv- 
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erpool might involve the use of hospital accom- 
modation in adjacent areas and this, within the 
E.M.S. scheme, would present no difficulties. In 
the later raids in 1941 attacks took place on several 
nights in succession, and although they were never 
uniformly severe, casualties in hospitals would be- 
gin to pile up; and arrangements were always 
made by the Group Officers of the area to evacu- 
ate each day, after the night’s raid, a considerable 
number of the injured, fit to be removed, to outside 
hospitals within the group. This procedure had the 
effect of retaining a sufficient number of beds in 
the more central hospitals ready to accommodate 
any casualties likely to occur during the following 
night’s raid, if one took place. 


Sorting the Casualties 


As casualties reach the various hospitals they 
were dealt with on the lines indicated in previous 
parts of this paper—an efficient sorting, removal 
to the resuscitation unit or to the operating the- 
atres, as the case might be and, finally, a transfer 
to the wards. On the following day a patient might 
be transferred to an outside hospital or remain in 
the hospital to which he had been brought by am- 
bulance the previous night; or, a day or two later, 
it might be decided that he should be removed to 
one of the special centres. Generally speaking the 
less serious cases would be transferred to outside 
hospitals, while a patient who had undergone an 
operation of a major character would remain in 
the casualty hospital at least until the commence- 
ment of convalescence. 


Work of the Raid Surgical Teams 


During the raid surgical teams would be work- 
ing at full pressure throughout the night. There 
have been occasions when surgeons have worked 
12-18 hours almost without intermission. With effi- 
cient organization this should seldom, if ever, be 
necessary. It is generally agreed that a spell of 
six hours in the operating theatre, continuously 
operating, is as much as the average surgeon can 
stand if he is to perform efficient work. This limit 
also applies to nursing teams in the theatre. In 
large cities, which are the places subjected to 
heavy air raiding, the number of surgeons is 
usually considerable, and adequately organized, 
those available have been found sufficient to deal 
with all the cases presented for operation. Each 
large hospital has its own staff of surgeons, some 
being resident at the hospital on a full-time basis, 
others, of senior rank, being employed as consult- 
ants or specialists in a part-time capacity. If in a 
heavy raid the number of surgeons associated with 
the casualty hospital is not sufficient to deal ex- 
peditiously with all the injured admitted it is the 
duty of the local Group Officer to reinforce the 
hospital by sending in, either during the night or 





25 








early next morning, further surgical teams. A sur- 
gical team, for this purpose, consists of a surgeon 
and an anesthetist, with, if necessary, a trained 
theatre sister. 


Injured persons are brought into the casualty 
hospital by vehicles belonging to the Emergency 
Ambulance Service, which is a branch of the Civil 
Defence Services of the local authority. Each dis- 
trict in the area is served by a particular casualty 
hospital and ambulance depots are instructed to 
take cases, occurring in the district, to that hos- 
pital. 


During the raid, the headquarters of the Civil 
Defence Services at the Main Report and Control 
Centre through the Medical Officer of Health, are 
in charge of the operation of the casualty services 
and the admission of cases to the casualty hospi- 
tals. Before the casualty hospital which is first 
choice for the reception of patients from one dis- 
trict has received its full quota of patients the 
medical superintendent telephones Main Control 


to report that his hospital is nearing saturation _ 


point and, on receipt of this message, the medical 
officer of health instructs the ambulance depot to 
discontinue discharging cases at that hospital and 
to switch over to a second string hospital desig- 
nated for that purpose. This hospital would usu- 
ally, in Liverpool, be one of the hospitals on the 
outskirts of the city. 


Evacuating Patients from a Damaged Hospital 


In the same way, if damage occurred to a hos- 
pital, patients were evacuated to hospitals situ- 
ated in less dangerous areas in the suburbs. Evac- 
uation for reason of damage took place on several 
occasions during the Liverpool raids—the most 
outstanding case being that of a large city hos- 
pital which was almost completely destroyed by 
bombing. Fortunately casualties were relatively 
light, as many patients injured in previous raids 
had been evacuated by the Group Officer to hos- 
pitals outside the city. The patients remaining and 
most of the staff were protected in basement 
shelters, which proved their value on this as on 
other occasions. Evacuation of many patients, 
some acutely ill, from one hospital to another in 
the darkness and during an air raid isa responsible 
undertaking. It has been facilitated in Liverpool 
by the possession of a number of single-decker 
buses each adapted to take ten stretchers. — 


Because of the possibility of damage by a bomb 
explosion or by fire to some part of a hospital it 
is always wise to have a reserve x-ray set—if it 
can be obtained—shadow operating theatre accom- 
modation and reserve supplies of water sufficient 
for 24 hours on a reduced scale of consumption. 
X-ray sets have in our experience proved a diffi- 
culty in connection with the emergency hospital 
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service, and Liverpool, as well as numerous other 
cities and boroughs, is grateful for much Amer- 
ican help in this, as in so many other directions. 


In actual experience we found that the magnifi- 
cently equipped and staffed special centres, which 
I have briefly described in this paper, were of 
great value in reducing the period of treatment 
and restoring to the patient the maximum amount 
of physical fitness and working capacity; no con- 
dition of severe physical damage seemed a hope- 
less problem to the highly skilled and devoted 
surgeons working at these centres. As far as num- 
bers were concerned the orthopedic centres had 
by far the greatest load; indeed it can be said with 
some justification that from the medical point of 
view this is an orthopedic surgeon’s war. Perhaps 
the most purely spectacular results have been ob- 
tained at the maxillo-facial centres in the sphere 
of plastic surgery where the surgeons, by restor- 
ing function and preventing or reducing disfigure- 
ment, have conferred immense physical and psy- 
chological benefits upon hundreds of men and 
women injured in military operations or in air 
raids. 


The Main Function of the Upgraded Hospital 


Upgraded hospitals have not been extensively 
used for the primary treatment of casualties since, 
as I mentioned earlier on in this paper, the scale 
of air attack has been greatly less than was antici- 
pated and, accordingly, it has been the practice to 
bring first into operation casualty beds at the city’s 
municipal and voluntary hospitals and this amount 
of accommodation has, almost invariably, sufficed 
for all requirements. So far, the main function of 
the upgraded hospitals has been to provide ac- 
commodation for cases which have received the 
first stage treatment, including operation at the 
main casualty hospitals—so vacating beds at the 
main hospitals in readiness to take further casual- 
ties. This practice of using city hospitals first in an 
air raid and leaving the upgraded hospitals— 
mainly situated in country areas some miles away 
—to act as reception units for patients who had 
already received an important part of their treat- 
ment in the major hospitals, was obviously a con- 
venient one during an air raid as ambulance jour- 
neys were reduced in length. But it has had the 
disadvantage that the staff of the outside upgraded 
hospitals have gained less than they should of 
wound surgery and this would be unfortunate if 
raids of such dimensions were to occur that casual- 
ties had to be sent at once to these hospitals. Re- 
cently, therefore, during the lull in air raiding, it 
has been customary to send into the upgraded hos- 
pitals a number of civilian cases for major items 
of treatment, including surgery, in order to give 
more experience to the junior medical staff and 
the nursing staff. 
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AR HAS BEEN SAID to be the mother of 
WY preeres Perhaps it might be said more 

truly that progress is the mother of war 
or even that war is the penalty of progress. For 
the most part civilization moves along smoothly 
enough in fairly well defined channels until such 
times as ambitious, thoughtful individuals de- 
velop new procedures or processes capable of as- 
suming sufficient proportions and acquiring po- 
tentialities strong enough to disturb radically the 
evenness of the grooves in which we humans 
move. As these forces assert themselves disloca- 
tions take place in the social and economic struc- 
ture and before we fully realize what has hap- 
pened we find ourselves at war. No one can deny 
that the ordeals of war are staggering in the ex- 
treme, and the resultant deep, gashing wounds to 
civilization heal slowly and painfully. Institutions, 
customs, traditions, men and nations are swept 
aside ruthlessly and in many instances forever. 
And yet, even though this be the price we pay for 
progress most of us agree that life without prog- 
ress would be stultifying, futile. And so, at the 
same time that we prosecute the war all of our 
instincts and all of our experience tell us that, 
come what may, we must thinks in terms of a bet- 
ter day and a better way of life. We must shape 
our plans accordingly. 


New Problems and New Opportunities 
Incident to the War 


War compels change and one change leads to 
another and still another. The chain of adjust- 
ments is unending and unescapable if the gears of 
the hospital machine are to continue to mesh. Our 
whole field of endeavor is opened up to scrutiny 
by the war effort. Obviously, we must consider not 
only new problems and new opportunities inci- 
dent to the war but old problems in a new light 
as well. Now must be the time to take stock, to 
examine with purposeful interest and from a 
somewhat different viewpoint the many policies, 
practices, situations and conditions which charac- 
terize that small segment of the universe in which 
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we live and work. We of the hospital field must 
do our bit to preserve what we have but we must 
also change and add to what we preserve. Our 
assignment represents a great opportunity. 


In this presentation I can discuss only a few 
topics, some new perhaps, some old. My chief pur- 
pose is to try to stimulate constructive thinking 
about the hospital of tomorrow. 


Stretching Man Power in Hospitals to Afford 
Adequate Hospital Service 


We perform many tasks just because they have 
always been performed. We do them in a certain 
way just because they have always been done 
that way. All of us are the victims of vested in- 
terests and bureaucracy, the type of thing which 
results in the perpetuation of expensive practices 
long after the need for them has ceased. We are 
slaves to custom and tradition. We build too many 
rooms with private baths in hospitals. We put pa- 
tients to bed dropping their caloric needs and 
then double their intake with all sorts of interme- 
diate nourishments. We make frantic efforts to 
fight a fever and equally frantic but more mod- 
ern efforts to pasteurize patients. We over-empha- 
size the helplessness of patients and underempha- 
size their ability to help themselves. We still build 
monuments and then try to use them for hospi- 
tals. We should take a leaf from the manual of 
the automobile manufacturer—1940 no running 
boards, 1941 no gear shift, 1942 no car—that’s 
progress. 


With large numbers of our staffs enlisting in the 
armed forces the supply of medical attention 
available to the public including the great army 
of defense workers will be curtailed sharply un- 
less all of us prepare to stretch the supply to an 
extent-that will make the coverage adequate or 
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doctors, nurses and hospitals must join in a pro- 
gram that will eliminate every unnecessary de- 
tail of care. They can use lay help to the greatest 
possible extent. We may reach a point where hos- 
pitals will have to become centers for the distri- 
bution of both ambulatory and bed care. If the 
doctors remaining available to us can arrange to 
concentrate their work in the hospitals they will 
be much better prepared to meet the situation. 
Some of us have already been asked to provide 
living accommodations for physicians in the hos- 
pitals. This is particularly true of obstetricians 
and general surgeons. Space for office consulta- 
tion purposes is being requested also. These things 
lead to the conservation of professional time. We 
may have to undertake very heavy teaching re- 
sponsibilities if the public is to be kept informed 
of methods of safeguarding their health. It is quite 
conceivable that something quite permanent may 
come out of such adjustments. 


Problems in Personnel Management 


Who among us is not confronted with the great- 
est series of problems in personnel management 
that he has ever experienced? Those hospitals 
which organized personnel departments a number 
of years ago are finding them extremely useful 
during this crisis when executives and depart- 
ment heads are too occupied with other tasks to 
give much time to the recruiting of workers to 
replace those who leave for one reason or an- 
other. I will venture to say that these hospitals 
are having less difficulty in keeping their em- 
ployee quotas filled than are hospitals which are 
using hit or miss methods. War conditions give 
these departments the greatest opportunity they 
have had to demonstrate their worth. 


The Problem of Visitors 


In the last forty-four years the American Hos- 
pital Association has held forty-four conventions 
and I doubt if there has been one convention in 
which some one has not asked the question, “What 
are you doing about visitors”? No single satisfac- 
tory method of control seems to have been de- 
vised. The public is now in a mood to be told what 
to do about this and many other questions. People 
in general are anxious to conform with programs 
of all kinds that are dictated by war needs. Gas 
rationing and rubber conservation may help in 
the sense that they deprive visitors of means of 
transportation. Certainly visiting in hospitals is 
very much overdone and sometimes to the great 
detriment of the interests of the patient. In these 
days when we are short of personnel, when all of 
our energies must be concentrated on the work at 
hand, namely, the actual care of patients, we have 
many legitimate talking points in favor of.a very 
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strict limitation of visitors. Some of the accomp- 
lishments of the war period in respect to this mat- 
ter may then be carried over to the reconstruc- 
tion period. 


The War Effort and Hospital Construction 


What are we learning from the war effort about 
hospital construction? A few days ago an archi- 
tect was in my office and in the course of the con- 
versation he commented glowingly upon the fact 
that we have a building that will last for one- 
hundred-fifty years. I told him that was my chief 
criticism of the building. We ought to construct 
our hospital buildings in such a manner that we 
can afford to throw them away—tradition and all 
—at the end of thirty or forty years and build 
anew to meet new conditions. Imagine industry 
using the tools of one-hundred-fifty years ago, 
which was 1792, to meet present day needs. Per- 
haps we should abandon the temple idea of hospi- 
tal construction and resort to the kind of functional 
thinking that goes into the erection of filling sta- 
tions. In industry and in governmental circles 
there seems to be much emphasis on the comb 
shaped one or two story type of building even in 
those areas where land is none too plentiful. Some 
of these buildings are erected in three or four 
weeks. A 10,000 ton ship is a fairly complicated 
piece of equipment yet one has been built on the 
west coast in ten days. The principle of prefabrica- 
tion seems to have been employed in this project. 
Isn’t there a thought for hospital construction in 
prefabrication with interchangeable . parts and 
provision for rearrangement of parts? Under such 
conditions if we did not like the neighborhood we 
could hire a few trucks and a crane or two and 
move to a neighborhood that we did like. Would 
the type of construction and architecture that 
goes into some of the Federal housing projects so 
common now to large cities serve equally well in 
the construction of nurses’ homes. A quadrangle 
of these houses, each taking care of the needs of 
fifteen or twenty people with a central school 
building and recreation hall might serve our 
needs better than the monumental nurses’ homes 
which we have become accustomed to. 


Changes in the Field of Pediatrics 

In the field of pediatrics how many of us have 
been aware of the profound changes that are tak- 
ing place in the last ten or fifteen years? And 
how many of us have given thought to the effect 
of these changes upon the hospitalization of chil- 
dren? My observations are only casual and de- 
cidedly limited in their scope but it seems that 
the demand for pediatric beds has been falling off 
rapidly. The explanation for this is not immedi- 
ately apparent but when one goes into the devel- 
opments that have taken place in the field of pre- 





HOSPITALS 





ve. 


ha 
lat 


na’ 
chi 
not 
ha 
up] 
eal 
the 
tiv 
pne 
che 
Cli 
fro 
clir 
aga 
let 
cur 
me’ 
the 
cou 
Onl 
dip 
pea 
wel 
of t 


adji 
of 
are 
shot 


He 


the 
of t 


. exis 


type 
in 0 
nuti 
tors 
culo 
tube 
ease 
gani 
of re 
doin 
ona 
ling 








| en, 0 ee 


aS =_ 








yentive medicine and therapy there appears to be 
a close relationship. 


The improved feeding of infants and children 
has eliminated many of the deficiency diseases. Of 
late much thought has been given to the vitamine 
components of diets, with gratifying results in 
many cases. Vastly improved public health work 
giving aid through the medium of the visiting 
nurse has resulted in greatly improved home care 
of sick children. The earlier recognition and treat- 
ment of many diseases of childhood have elimi- 
nated many of the dreaded sequellae of such 
childhood diseases. Advances in chemotherapy, 
notably through the employment of sulfonamides, 
have eliminated many of the complications of the 
upper respiratory infections, particularly middle 
ear infections. Mastoiditis which formerly claimed 
the lives of many children now seems to be rela- 
tively rare as a hospital entity. The response of 
pneumonias to sulfathiazole and other related 
chemicals has made home treatment feasible. 
Clinics for well babies now are more important 
from the standpoint of numbers attending than 
clinics for sick children. Mass immunization 
against diphtheria, whooping cough, tetanus, scar- 
let fever, smallpox and typhoid fever has sharply 
curtailed the incidence of these diseases. The 
merging of immunization techniques simplifies 
the application of the principles involved and en- 
courages the administration of preventive agents. 
Only recently a combination immunization against 
diphtheria, tetanus and whooping cough has ap- 
peared on the market. Improved ambulatory as 
well as home care has helped to eliminate much 
of the need for hospital care for children. 


Currently, and for the future, perhaps we should 
adjust our institutions to a much lower incidence 
of occupancy for disease of children. As changes 
are made to meet war conditions this observation 
should be kept in mind. 


Hospitals and the Management of Tuberculosis 


We have not yet learned to make full use of 
the knowledge we possess about the management 
of tuberculosis. There simply is no excuse for the 


- existence of this disease. It is not caused by the 


type of house or the neighborhood a person lives 
in or by the air he breathes or by the state of his 
nutrition. All of these may be contributing fac- 
tors but the real and only direct cause for tuber- 
culosis is the microscopic organism known as the 
tubercle bacillus. To keep from acquiring the dis- 
ease all one has to do is stay away from this or- 
ganism. Ways and means of making this possible 
of realization have been worked out. Minnesota is 
doing it on a state-wide basis. Detroit is doing it 
on a city-wide basis. Other communities are wrest- 
ling with the problem—more should be. Mortality 


December 1942 








and morbidity figures for this disease have 
dropped rapidly in recent years but not nearly as 
fast as they should have dropped if all of us had 
carried our share of the load. War brings on an 
increased incidence of the disease only because 
vigilance is relaxed. We have an opportunity to 
show that we can continue the fight against tu- 
berculosis even under present conditions. 


Training and Use of Volunteers 


We have before us one of the finest chances we 
shall ever have to weave the public into. the hos- 
pital fabric in lasting fashion. Thousands of vol- 
unteers are offering their services to hospitals all 
over the country. The training of this group is a 
formidable problem but if this detail can be 
worked out let us take them in and make it worth 
their while to remain with us for the duration be- 
cause we can teach them something about our 
way of life while they in turn contribute their 
efforts. They will become emissaries to the com- 
munity at large, teaching the public how import- 
ant our hospitals actually are to the community 
welfare and explaining and interpreting our mo- 
tives and our problems to those who may not have 
understood us. If we use the opportunities that 
are being made available to us we should emerge 
from this war with a far better public understand- 
ing of us and our hospitals than we have ever ex- 
perienced in the past. 


Problems of Nursing in the Future 


War should stimulate some real thinking about 
the problems of nursing. I have every sympathy 
for the efforts the nurses are making to stabilize 
a relatively new vocation and I firmly believe that 
there is a vast field in the making for the mem- 
bers of this group if they will capitalize upon the 
opportunities of the war period. There has been 
much confused thinking as to the objectives of 
nursing. The leaders of the group carry a particu- 
larly heavy responsibility. 


As they plan for the present as well as the fu- 
ture it seems to me that nurses should bear in 
mind certain important distinctions. A profession 
maintains its status and stature in the social struc- 
ture by reason of the service it renders through 
helping, advising and teaching others. A true pro- 
fession tries to raise the general level of the type 
of knowledge to which it lays special claim. It 
makes no attempt to limit or restrict the intelli- 
gent use of its achievements. A profession is es- 
sentially altruistic in its relationships. 


In contradistinction to the profession we have 
the trade which has come to be essentially selfish 
in its motives. The trade as we now know it main- 
tains its position through perpetuating and guard- 
ing carefully its prerogatives and limiting their use 


29 





to its own members. Jurisdictional disputes among 
trades unions have to do with the maintaining of 
these prerogatives. Limitations on the number of 
apprentices trained act as further safeguards to 
the vested interests of the members of the trade. 
The last few years have witnessed the change of 
a vast number of musicians from professional to 
trade status. Teaching to a certain extent is fol- 
lowing the same trends. Possibly these trends are 
right and proper. The decision rests with those af- 
fected to a large extent. In any case these distinc- 
tions are worth pondering. 


Currently, one of the serious deficiencies in the 
military set-up is found in the nursing division. 
Urgent appeals to the nursing group to enlist have 
brought less than satisfactory results. The nurse 
aid training program has not lived up to its ex- 
pectations. Hospitals have found it difficult to co- 
operate in the latter because of the unreliability 
and the part-time character of the service and the 
tremendous waste of teaching energy involved. 
Perhaps the approach to the whole problem has 
been faulty. At any rate desired results are not 
being achieved. 


Training in Nursing for Hospital Corps Men 


Veteran medical officers of the last war assure 
me that the hospital corps men of those days ren- 
dered excellent service in hospitals and dressing 
stations after an intensive instruction period of 
about three months. A Woman’s Hospital Corps 
organized along slightly different lines and made 
up of raw recruits, properly officered, with about 
three months of training would do equally well 
or better. The appeal for enlistments should meet 
with a tremendous response for several reasons. 
First of all the field to draw from would be hun- 
dreds of times larger than the nursing field. Sec- 
ondly, the connection with the war effort would 


be a direct one in contrast to the indirect connec- 


‘tion which results from the effort to enroll nurse 


aides to relieve nurses so that the latter may en- 
list. Thirdly, such a program would give the Army 
an enlisted personnel to serve under the nurse 
officers already enrolled. The objection might be 
raised that the Army wants only graduate nurses 
but the fact remains that it is not getting them 
under present arrangements. 


Hospitals could conduct the suggested three 
month training courses to some advantage with 
the trainees on a full time military basis but it 
would be a bit difficult to maintain Army stand- 
ards of training with so much divided responsi- 
bility and such wide dispersion of its trainees. If 


such a program were undertaken the Army might — 


be better advised to take over the whole program 
for the reasons stated. 


In this presentation I have tried to show that 
war offers great opportunities in the sense that 
it compels certain changes in our hospital meth- 
ods, each change in turn initiating a series of 
changes, thus subjecting all of our practices to 
careful scrutiny, review and readjustment. With 
these things in mind I have proceeded to discuss 
a number of subjects, some directly related to the 
immediate effects of the war and others only re- 
motely related but nevertheless pertinent to any 
discussion involving extensive alterations in the 
hospital program. 


I could add many paragraphs but it seemed to 
me that a judicious sampling of our many prob- 
lems would furnish sufficient material to work 
with. I hope that the questions raised may have 
aroused in your minds a definite urge to think 
seriously about the work we are doing and that 
out of your thinking may come suggestions for 
many improvements in years to come. 
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“Facts About Nursing’ 


The Nursing Information Service of the Amer- 
ican Nurses Association has just published an in- 
teresting and informative booklet under the title 
of “Facts About Nursing.” It has been carefully 
compiled and the statistics covering the distribu- 
tion, salaries, the estimated need for nurses, stu- 
dent, institutional and private nurses, etc. are 
authoritative. 


Special attention is paid to military and Red 
Cross nursing, the widening employment of public 
health nursing and the auxiliary workers in nurs- 
ing service. Miss Mary M. Roberts, R.N., director 
of the Nursing Information Bureau, in the fore- 
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word states that “Nursing is making such rapid 
adjustments to both military and civilian needs, 
that many of the data in this edition will be 
quickly superseded. Services are expanding. Facil- 
ities for the education of nurses are increasing. 
Gaps in the supply and distribution of nurses are 
continuously widening and contracting.” 


The booklet should be studied universally by 
hospital administrators and nurses. It can be ob- 
tained by addressing The Nursing Information Bu- 
reau of the American Nurses Association, 1790 
Broadway, New York, New York. 
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Nursing the Sick and Wounded 


at Bataan and Corregidor 


CAPTAIN FLORENCE MacDONALD 


tT Is a pleasure for me to have the opportunity 

to tell how well our doctors and nurses reacted 

to the tragic conditions and the demands made 
upon them in front line service when we suffered 
our first Japanese attack. 


First Attack on Bataan 


It was about six-thirty o’clock, December 7, and 
we had the radio on getting the news when we 
heard of the Pearl Harbor attack. One nurse said, 
“I think we are going to get it tonight.” I said, 
“Well, we are Americans, we can take it. Let us 
see about supplies. See that the instruments are 
sterilized, and be ready for the emergency when 
it comes.” We did not keep a large amount of sup- 
plies ahead because of the danger of mildew from 
the dampness. 


I was stationed at Stotsenburg Hospital, near 
Clark Field when the Japanese attacked. First 
came a wave of fifty-four bombers, and then sixty- 
seven fighter planes that strafed the airport. We 
ran upstairs to see what Clark Field looked like. 
Some oil cans had been hit and made quite a smoke 
screen. I went over to the Field and I met one of 
the gunners. He was green in the face. I said, 
“Have you many casualties?” He replied, “Too 
many, Miss Mac.” Not much time was wasted on 
words. 


A little while later our boys were brought into 
the hospital. Many of them pitifully wounded— 
head, chest, abdomen, arms—in every condition 
you could imagine, all caked with dirt and filth. 
But we heard not a word of complaint from any of 
them. Occasionally, one would ask for a drink of 
water. 


They were all boys we had known for months 
or years. Some of our nurses could not take it at 
first. The shock of it nauseated them. After a 
while they were able to get a grip on themselves, 
and they went into the operating room and started 
to work. We worked steadily from nine-thirty 
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o’clock, the morning of the attack, until five-thirty 
o’clock the next morning—taking the worst cases 
first. We managed to get three tables, and the 
emergency room table was also used. Tears rolled 
from the nurses’ eyes, but I did not hear a sniff 
or a sob. Occasionally one would come to me and 
say, “Miss Mac, please wipe my eyes.” She could 
not do it herself since her hands were busy with 
dressings. 


We gave a good many of the boys spinal anes- 
thesia and a good many of them ether. I gave 
them ether myself. 


The wards were blacked out with blankets and 
the operations were performed for hours with 
flashlights covered over with three layers of blue 
paper. Doctors and nurses could not tell whether 
they were treating an American or a Filipino sol- 
dier—all they knew was the man needed treat- 
ment and they provided it. We could not take the 
pulse count, we could not feel what the volume 
rate was, we could not count it as we did not have 
light enough. Blood plasma was a life-saver. We 
gave it to as many patients as possible. 


When it became apparent that Manila would 
fall, a radio message was sent to Tokyo, asking 
permission for a merchant ship loaded with 
wounded to be allowed to sail for Australia. 
Tokyo never answered the request. 


In Manila, one of the doctors from St. Louis, 
Colonel Percy J. Carroll, was in charge of the 
Army Hospital and was helping the Department 
Surgeon. Colonel Carroll is the most wonderful 
organizer I have ever seen, and is a very skillful 
surgeon besides. He had eleven schools turned 
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into hospitals. They were equipped, but we did 
not have nurses for them. When we saw that Ma- 
nila was going to fall, trucks took the beds and 
mattresses, and all the things they could, over to 
Bataan. 


Taking the Wounded from Bataan to Australia 


Colonel Carroll tried to get a decent ship to take 
the patients to Australia. He decided to take the 
wounded out of Bataan, anyway. There was no 
merchant ship in the harbor, only a few inter- 
island steamers. He commandeered the largest of 
these, and placed 375 persons aboard her. The 
medical and nursing staff consisted of eight Fili- 
pino doctors, eight Filipino nurses, Colonel Car- 
roll, one Army nurse and myself. Colonel Carroll 
asked me if I would recommend a nurse who 
would be able to take care of emergencies and to 
improvise. I told him I had a capable nurse who 
adjusted herself quickly to situations, so he took 
that nurse along with him. 


The fortress of Corregidor had been warned 
that this ship was to go to Australia, but one bat- 
tery had failed to get the message. It was prepar- 
ing to shell the ship when the message finally ar- 
rived that the vessel was loaded with our own 
wounded. 


Shortly after the ship was at sea, the wounded 
who had not complained before, began calling to 
doctors and nurses that they were in great pain. 
Bandages were removed and the men were found 
to be crawling with ants. The ship was infested 
with them. It was necessary to remove all the 
bandages and substitute new ones—and the sup- 
ply of medical materials was pitifully low. 


After the ship had passed the Celebes, its 
ancient engine became overheated. It appeared 
that the ship would be lost by fire; billows of 
smoke came up from below deck. No one cried 
out or showed the fear that was in everyone’s 
mind. There was not a word of complaint. They 
declared, “If the ship is going down, we will go 
down, too.” Well, a Filipino doctor, who had stud- 
ied engineering before he took up medicine, man- 
aged to put the engines back in order. 


In the Macassar Straits a storm struck the ship. 
It was almost sunk there, but finally it made Port 
Darwin, Australia. Learning that Port Darwin 
had been bombed, Colonel Carroll sailed on to Syd- 
ney, where a ship commissioner came aboard and 
pronounced the ship “entirely unseaworthy.” 


From day to day the inexperienced crew ex- 
pected to sight enemy ships and planes, but dur- 
ing the long and arduous voyage none of the en- 
emy was sighted. One of the boys had a radio 
which kept us more or less in touch with the news 
but also gave us an added worry. When we were 
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half way between Manila and Port Darwin we 
heard the report that a mercy ship from the Phil- 
ippines had been torpedoed. Will we be torpedoed, 
or will we not, was something more for us to 
think about. We left Manila knowing that there 
was a possibility that we would not get very far 
out of Manila Bay and there was not a dull mo- 
ment during the whole trip. For almost all of the 
entire trip there was a very narrow margin be- 
tween life and death. 

Colonel Carroll would not ask any officer to do 
anything he did not want to do himself, so he vol- 
unteered to take that ship to Australia. He is now 
Department Surgeon of the Southwest Area, and 
he has had the same thing to do over again. In 
Colonel Carroll’s office I saw a large map with 
pins at different points. I said, “Colonel Carroll, 
what do the pins mean?” He said, “They indi- 
cate where I have, or I am going to have, my hos- 
pitals; some are in operation now and some will 
be ready in a short time.” 


Attack on Corregidor 


Corregidor is one mile long, three-quarters of a 
mile wide, and 538 feet high. It is called, “Top, 
Middle, and Bottom.” At a quarter to twelve De- 
cember 30, the siren blew, and everyone fled under 
cover. The nurses got in one ditch not very far 
from the quarters. The shrapnel was coming so 
close over the top of the ditch that sheets of the 
shrapnel would burn their faces. Fifty yards away 
from them a building was burning and they soon 
suffered from the heat from the building as well 
as the shrapnel. The nurses were in the ditch for 
two hours. Finally, one of the boys came up with 
an ambulance, the bombing and strafing was still 
going on. He said, “What do you nurses mean by 
staying out here in the ditch, with men dying in 
the Tunnel? Get out of there right now.” The 
nurses climbed into the ambulance and the driver 
brought them to the Tunnel Hospital without any- 
one getting hurt. 

We lived down in the Tunnel Hospital from De- 
cember 30 to April 29. The Hospital was really 
very well equipped. At first, it did not have any 
of the ordinary conveniences, but engineers came 
and put in flushes, and showers—we had fifteen 
wells from which to get water. That was one place 
where I knew I was safe. 

Over in Bataan we were not so fortunate. There 
we worked under conditions that will never occur 
again. The hospital had no roof except the sky. 
Bamboo poles divided the wards, and the wards 
had from 150 to 300 beds with two nurses to take 
care of 150 patients—all bed patients. Patients 
could not get very much attention or care. 


There were only 87 American Army nurses and 
40 native nurses in all the Philippines during the 
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battle for the Islands. In the Tunnel Hospital 
there were 37 nurses, and four were chief nurses. 
When the patients began to come into the hospi- 
tals, the chief nurses said, “We can take care of 
patients as we always did.” No one hesitated to 
do what she could wherever her services could be 
used. 

Last Days at Bataan 


There were two hospitals in Bataan. Colonel 
Luckworth was in charge of No. 1 Hospital, and 
Colonel Gillespie was in charge of No. 2 Hospital. 
The first of the week there were 350 patients in 
No. 1 Hospital and 650 in No. 2 Hospital. They 
were medical and surgical patients, but more than 
half were medical. When Bataan fell, there were 
7000 patients in both hospitals. There were ma- 
laria cases, dysentery cases, and cases of starva- 
tion. When our boys had nothing more than 10 
cans of salmon to be divided among 250, and three 
ounces of rice each, they could not fight very well; 
neither could they live very well. 


When it was decided that Bataan was going to 
be the last stand, it was not intended for one mo- 
ment that there would be any civilians over there. 
However, 5000 civilians went from Manila to 
Bataan for a place of safety, and the Army had 
to feed them. Many of them were not satisfied 
with what they were getting, so many times trucks 
reached the front with a quarter or a sixth 
amount of the food with which they started. That 
is what happened to our boys. The first of Febru- 
ary, I saw a man whom I knew very well at Fort 
Stotenburg (who weighed about 195 pounds) and 
I hardly recognized him. He had lost fifty pounds. 


The nurses on Bataan stood up under the hard- 
ships very well, in spite of the poor food, the lack 
of sanitary conveniences, and flies which almost 
made life unbearable. I was reminded of one time 
I was out in the country and I stopped to have 
afternoon tea, and cup cakes were served. I said, 
“Oh! Blueberry cup cakes!” Then all the “blue- 
berries” flew away. The “blueberries” over at Ba- 
taan were not so easily disturbed. 


It was not long before meat began to get scarce. 
Meat was provided the garrison on Corregidor by 
the slaughter of 3500 water buffalo, 260 polo po- 
nies—we had beautiful polo ponies—and some 





mules. When the water buffalo was roasted it was 
not so bad—bacon fat was used with it, as it was 
very lean—but when it was stewed, Heaven was 
not too high for the odor. I saw people eat that 
stewed meat and relish it. They did not have tea 
or coffee or vegetables. They would take leaves of 
a growing tree and pour scalding water over 
them and drink it. 


By comparison, we fared very well in our hos- 
pital. In all hospitals they fared quite well as far 
as food was concerned. We did not have much 
quinine as a prophylaxis measure for the soldiers. 
We gave ten grains of quinine a day to every sol- 
dier but when no ships came in the supply of qui- 
nine ran out. Finally, just before Bataan fell, a 
plane came with six hundred pounds of quinine, 
but it was too late. 


Need for Nurses in the Service Is Acute 


When I hear of nurses not joining up with the 
service I wonder if they realize the burden they 
are placing on the members of their profession in 
the service and also that someone near and dear 
to ‘them, a brother, a sweetheart, a husband, or a 
friend or a neighbor might be one of the patients 
in a crowded ward. 


We all like good care and we feel the need for 
it more than ever when we are far from home and 
under strange and harrowing conditions. If you 
could only know what our boys have gone through, 
nothing could stop you from doing what you could 
for their comfort. Those boys of ours in the Phil- 
ippines were wonderful. They were the bravest 
boys that ever lived. None will surpass them. It 
was hard to see them suffer; we did the best we 
could for them but our service had to be spread 
very thin when we considered the large number 
of patients and the small number of nurses. 


I am going to appeal to nurses who can come 
into the service, who do not have home obliga- 
tions, to please join up. If you could see those boys 
like I saw them you would not care what you 
were paid for your service. What does money 
mean anyway? When I came into the service and 
received $50 a month, I lived better on the $50 a 
month than on what I am getting today. Money 
does not mean everything. Do please have a little 
charity in your heart for those boys. 
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Emergency Hospital Construction 
Under the Lanham Act 


V. M. HOGE, M.D., U.S.P.H.S. 


end of a period of economic depression and 

the beginning of a period of high national in- 
come. Since hospitals reflect the state of the na- 
tion’s economic health more closely than most 
other American institutions, the year 1940 was an 
important milestone in the history of the nation’s 
voluntary hospitals. 


T= YEAR 1940 may be said to have marked the 


Following the unprecedented expansion of vol- 
untary hospital facilities during the 1920’s, new 
construction slumped as purchasing power de- 
clined and the springs of philanthropy dried up. 
During depression years obsolescence, the unsleep- 
ing saboteur of all hospitals, worked overtime. Al- 
though the close of the decade found new construc- 
tion programs being rapidly effected, the volun- 
tary hospitals in general, and, particularly, many 
of those in vital defense areas, were ill-prepared 
to meet the many problems which were so soon 
to become manifest. 

Many of the hospital and health problems im- 
posed by the entry of the nation into a program 
of active national defense were anticipated by the 
U. S. Public Health Service. It was realized in 
particular that migrations of civilian workmen 
and their families to defense industries and mili- 
tary training centers would create unprecedented 
health problems. Contributing to the health prob- 
lem was the fact that more often than not training 
camps and defense industries were located in 
small, undeveloped communities. Such communit- 
ies were less able than larger cities to absorb the 
impact of sharp population increases. 


Health and Sanitation Reconnaissance Surveys 
of Public Health Service 
In order to keep abreast of developments in 
these defense areas, the Public Health Service be- 
gan a systematic program of health and sanitation 
reconnaissance surveys early in 1940. Through nine 
district offices located at strategic points in the 
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country, survey teams consisting of medical offi- 
cers and sanitary engineers were dispatched to 
locations where mobilization camps or defense 
factories were to be erected. These teams made 
a complete inventory of existing health and sani- 
tation facilities, and estimated the additional fa- 
cilities which would be required to take care of 
the anticipated influx of population. 


It should be made clear at this point that while 
hospital and medical care of the armed forces are 
the direct responsibility of the Army and Navy, 
this responsibility does not extend to the civilian 
employees of the camps, nor to the civilian em- 
ployees and their families in the war industries. 
Responsibility for the health of this segment of 
the population rests with state and local civilian 
health officials. The U. S. Public Health Service 
assists and cooperates with these officials in the 
establishment and maintenance of adequate public 
health services. 

In line with these responsibilities, health recon- 
naissance surveys have been made in more than 
400 vital areas. In practically all of these areas it 
was apparent that existing health and sanitation 
facilities were inadequate. At best they were only 
capable of meeting normal demands. Almost no 
communities were equipped to absorb the popu- 
lation increases of 50 and 100 per cent which were 
to take place. In many instances where large new 
war industries were located near small villages, 
population soared by several hundred per cent, 
and the communities were simply overwhelmed. 


With the survey appraisals of existing health 
facilities, and with a reasonably accurate knowl- 
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edge of planned developments in each area, it was 
possible to estimate both the extent and the prob- 
able cost of the additional facilities which would 
be required. It was apparent from the very first 
that few of the affected communities were finan- 
cially able to provide the necessary facilities with- 
out Federal assistance. 


Lanham Act “Public Law 137” 


The magnitude and seriousness of the problem 
were brought to the attention of Congress. Con- 
sequently, in the spring of 1941, Representative 
Fritz Lanham of Texas introduced a bill designated 
as H. R. 4545. This became Public Law 137, “An 
Act to provide for the acquisition and equipment 
of public works made necessary by the defense 
program.” Title II of this Act constitutes what is 
now generally termed the Community Facilities 
Act. While couched in sufficiently broad terms to 
permt the acquisition of any defense-connected 
facility necessary in community life, the act spe- 
cifically mentioned such facilities as those neces- 
sary for sanitation, adequate water supplies, 
schools, recreational facilities, hospitals, and other 
places for the care of the sick. 


The Act provided 150 million dollars, later in- 
creased to 300 million dollars, for the acquisition, 
and in some instances the maintenance, of such 
facilities. The Administrator of the Federal Works 
Agency was made responsible for carrying out the 
emergency program. The funds appropriated be- 
came available on July 1, 1941, and immediately 
the machinery was set in motion to carry out the 
provisions of the Act. To the Public Health Service 
was delegated the duty of determining the nature 
and scope of health and sanitation needs and their 
relation to the defense program. It may be said in 
passing that the early or pre-war concept of the 
program was that Federal aid should generally be 
limited to relief of the deficiencies occasioned by 
the defense program, and that pre-existing defi- 
ciencies should remain the responsibility of the 
local communities. In other words, joint financial 
participation of varying degrees between the Fed- 
eral Government and the local communities was 

contemplated. 


As stated, the Act provided, among other things, 
for “hospitals and other places for the care of 
the sick.” Since the primary interest of a hospital 
group is in places for the care of the sick, the re- 
mainder of this paper deals exclusively with such 
facilities. They are: Health centers, isolation facil- 
ities, hospitals, hospital additions, and nurses’ 
homes. These will be discussed under the two 
headings of health centers and hospitals. 


Health Centers 


Health centers are facilities primary for the 
maintenance of health, whereas hospitals are 
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primarily for the restoration of health. Many 
leaders in the hospital field will attest to the fact 
that the dividing line is largely an artificial one 
and that the functions of each tend to merge more 
and more into those of the other. Particularly in 
time of war there can be but one goal toward 
which all efforts must be directed, namely, the 
highest level of national health attainable, with 
the least possible lost motion and duplication of 
effort. To achieve this end and at the same time 
furnish to the armed forces the necessary number 
of doctors, nurses, and other personnel needed will 
require a greater degree of cooperation and coor- 
dination of effort than has been seen heretofore. 
It is for these reasons that I venture to bring to 
a hospital audience a brief mention of so-called 
health centers and their place in our national 
health organization. 


When great numbers of persons from widely 
scattered parts of the country are thrown together 
in our vital war areas, extraordinary health prob- 
lems are created. Not only does inadequate hous- 
ing create a greater need for hospital care, but the 
hazards to health are multiplied many times. To 
cope with these conditions, extraordinary meas- 
ures were required on the part of state and local 
health departments and the Public Health Service. 
Through special funds provided by Congress to the 
Public Health Service, local public health depart- 
ments were enlarged and new departments organ- 
ized where none had been before. Increased per- 
sonnel, however, was not sufficient in itself to 
meet the problem. Better physical facilities were 
also needed. 


Curiously enough, while the technical develop- 
ment of public health procedure has progressed 
rapidly during the past few years, physical facili- 
ties for the practice of public health have lagged 
far behind. While the term “health center” is not 
new in this country, its meaning has been largely 
misconstrued and its application limited. Early 
health centers were frequently reconstructed resi- 
dences or store buildings which housed welfare 
and visiting nurse activities. In general, so-called 
health centers have tended to be welfare centers 
rather than places for the professional practice 
of public health. In too many instances—it may 
even be said in almost all instances—public health 
organizations have been the step-children of the 
bodies politic throughout the country. As a result, 
it is traditional that this important public service 
is relegated physically to the least desirable public 
space in town. This situation has been aptly de- 
scribed by Assistant Surgeon General, Joseph W. 
Mountin, who in a recent issue of the Public 
Health Reports stated, 


“Upon entering a community, I proceed di- 
rectly to the basement of the city hall, or to 
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the basement of the courthouse if the visit is 
being made to the county health department. 
This is done with the reasonable assurance 
that the health department will be found 
there. Occasionally my assumption will be 
wrong—the health department will be in 
the attic instead of in the basement. If it 
is not in either place I am at a loss because 
more likely than not it is situated in some out 
of the way alley.” 


Doctor Mountin further states that— 


“The imagination can scarcely conceive of con- 
ditions worse than those found in the head- 
quarters of the very agencies which ought to 
set an example of civic cleanliness and de- 
cency.”? 


This is a severe indictment of conditions under 
which many of the guardians of public health 
must work, but it is one which is amply supported 
by the facts. 


In the face of such conditions it was obvious that 
the existing physical facilities for public health 
would be totally inadequate in most vital war 
areas. Consequently, one of our first moves after 
the Community Facilities Act became law was to 
design four types of health centers suitable for 
construction in vital areas as provided by the law. 
These were intended for communities ranging in 
population from 30,000 to 100,000. They were 
planned along clean-cut functional lines and de- 
signed exclusively for public health purposes. The 
complete plans, with layouts and equipment lists, 
have been published and given wide circulation 
among both public health workers and architects. 
Many of these modern health centers, which re- 
quire a minimum of critical materials, are now 
under construction, and it is our hope that a trend 
has been started which will for all time remove 
health activities from courthouse attics and base- 
ments. 


In the beginning of the program we entertained 
the hope that, where both new hospitals and health 
centers were needed, they could be combined 
physically but administered separately. It was felt 
that such a union would result in a better coor- 
dination of activities and avoid to some extent 
the ‘duplication of facilities. It was soon found, 
however, that public health and hospital authori- 
ties were none too pleased with each other’s com- 
pany, and in relatively few communities has it 
been possible to arrange a cooperative program. 
Curiously enough, the communities which have 
been receptive to a cooperative health and hos- 
pital program have been those at opposite ends of 
the economic scale. Middle-class communities do 





1Mountin, J. W.: Housing of Health Departments. Pub. Health 
Pep. 57:781 (May 22, 1942). 
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not yet seem ready for this development. We do 
not know the reason for this. 


Hospitals 

The hospital program includes new institutions, 
hospital additions, and nurses’ homes. From the 
beginning of the program to January 1, 1942, ap- 
proximately 405 hospital applications were filed 
with the Federal Works Agency, involving over 
$175,000,000 worth of construction. With but 
$300,000,000 available for all types of public 
works, it was necessary to subject all applications 
to the closest scrutiny. Of all the applications filed 
up to the end of the year, approximately 164, pro- 
viding for about 7500 new beds, were recom- 
mended for approval by the Public Health Service. 


Before being recommended for approval each 
application was required to fulfill several require- 
ments. Briefly, these were: That the necessity for 
the project must have arisen directly as a result 
of increased population engaged in the defense 
effort; that the scope of the proposed project must 
cover no more than the additional need imposed 
by the defense effort; that the proposed project 
be reasonable as to cost; that, wherever possible, 
additional facilities should be provided through 
addition to or extension of existing facilities, rather 
than through construction of new institutions. 


As I have previously noted, projects or parts 
of projects to be financed by Federal funds were 
expected to cover only the new or defense-induced 
need. Each community was expected to make up 
the residual or deficit represented by pre-defense 
needs. For their own part, many communities 
cooperated actively and large sums were raised 
locally to match or supplement federal contribu- 
tions. 


Prior to the declaration of war, both the hos- 
pitals and the Federal agencies concerned were 
planning construction along conventional lines. In 
practically all instances, the plans for approved 
projects involving both new hospitals and hospital 
additions called for multi-story construction. This 
involved the use of structural steel, reinforced 
concrete, elevators, and all the elements of a mod- 
ern hospital which we had come to consider indis- 
pensable. By December 7, the working drawings 
on many of the approved structures were either 
well along or completed. 


After the declaration of war, it became neces- 
sary to alter radically our preconceived ideas on 
how to meet the problems at hand. Unfortunately, 
the extent to which war conditions would curtail 
and otherwise limit hospital construction was not 
immediately realized. Structural steel was the first 
material to be withdrawn from civilian use. This 
loss required a radical revision of many of the 
hospital plans. Structures were redesigned to 
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eliminate structural steel and to use reinforced 
concrete. Again, when plans had been largely 
completed and in some instances contracts let, 
both reinforcing steel and elevators were put on 
the critical materials list and became practically 
unobtainable. This resulted in further discourag- 
ing delays but it at least had the virtue of reducing 
all further planning to rock-bottom simplicity. 
These progressive restrictions meant that prac- 
tically all construction was reduced to the single- 
story type. At most, two stories were allowed 
when additions were involved and when elevator 
service was available in the old building. 


The necessity for one-story and so-called tempo- 
rary construction has raised some perplexing ques- 
tions, many of which remain unanswered. Some 
hospitals were apparently more concerned with 
increasing their capital assets than with meeting 
a wartime need. Such hospitals have refused to 
accept the only type of construction that could 
be provided. In these communities the war need 
remains unmet. Many other hospitals, although 
willing to accept simplified construction, have been 
unable to do so because of lack of ground space. 
Perhaps the most troublesome problems have 
arisen in communities which on their own initia- 
tive have raised considerable sums of money with 
which to match Federal contributions. These funds 
were raised by public subscription, with the under- 
standing that the new hospitals would be of con- 
ventional design and a permanent community as- 
set. When it was learned that the new hospitals 
were to be of so-called temporary construction, 
some of these communities became reluctant to in- 
vest their own funds in projects of this type. 
Under such circumstances, the Federal Govern- 
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ment has been less insistent on substantial local 
financial participation. 


Needless to say, the drastic limitations placed 
on hospital construction have been a matter of 
grave concern, not only to hospital organizations, 
but to the Public Health Service, which has the 
obligation of maintaining the highest standards 
possible under adverse circumstances. One un- 
fortunate circumstance is that hospitals of the one- 
story pavilion-type require somewhat more per- 
sonnel to operate than the conventional type, and 
the personnel shortage is becoming even more 
acute. Moreover, it soon became apparent that few 
architects were familiar with the peculiar prob- 
lems involved in single-story hospital construc- 
tion. 


In an effort to make the best of a difficult situa- 
tion, the Hospital Facilities Section of the Public 
Health Service early began an intensive program 
of research on the problems involved in single- 
story construction. We proceeded on the theory 
that, regardless of building restrictions, it would 
be possible to evolve a more or less standardized 
plan which would make possible an adequate 
standard of hospital care. 


The plans and types which have been developed 
have been accepted as standards by the construct- 
ing Federal agencies. Construction on several of 
these new type hospitals will be started within 
a very short time. Despite the fact that single- 
story pavillion type construction is considered to 
be less efficient from an operating standpoint, we 
have every reason to believe that this difficulty 
will be largely if not completely offset by im- 
provements in functional design. 





War Damage Insurance 


War damage insurance is still available to hos- 
pitals, at a reasonable cost, by the War Damage 
Corporation, an agency of the United States Gov- 
ernment. Immediately following the declaration of 
war, the Federal Government, through the Recon- 
struction Finance Corporation, announced the es- 
tablishment of a $100,000,000 war damage fund to 
meet the immediate demands for this kind of 
protection which arose throughout the United 
States and its possessions following Pearl Harbor. 
Subsequently, this fund has increased to $1,000,- 
000,000. 


The purchase of war damage insurance is not 
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compulsory. It is offered by the War Damage Cor- 
poration through the established facilities of the 
fire insurance business which has cooperated 
closely with the Government. The fire insurance 
industry is performing these services as a con- 
tribution to the war effort, and there is no profit 
to anyone writing this form of insurance. 

Every hospital superintendent should consider 
these new hazards and should familiarize himself 
with the details of this plan which is designed for 
protection of the hospital. Any. established insur- 
ance agent or broker will be glad to furnish com- 
plete information without any obligation. 






The Civilian Hospital in Wartime 


From the Point of View of Medical Social Service 


IDA M. CANNON 


EDICAL SOCIAL WORKERS have a dual respon- 
M sibility to support the effort of the Red 
Cross by recruiting able workers to accept 
the opportunities that are now open to them. 
They must do their utmost to meet this demand 
and to sustain their colleagues who join the forces, 
while they also safeguard medical social service in 
our civilian hospitals. This dual obligation calls for 
flexibility, imagination and a steady purpose to 
safeguard the essentials in the standards we have 
worked for through several decades. 


Problems of Hospitals in Wartime 


We have heard much discussion at meetings of 
the various problems civilian hospitals are facing 
in these difficult times. Hospital administrators are 
carrying heavy responsibilities under great diffi- 
culties on the home front of this war as they 
strive to maintain a high level of care for the 
civilian sick in spite of great difficulties due to 
depletion of professional personnel, lay workers, 
shortage of materials and the many adjustments 
that are demanded of all of us these days and 
that particularly affect the administration of hos- 
pitals. 

The social service department shares many of 
these problems while also experiencing problems 
peculiar to social service in its direct service to 
patients and in its community relationships. 


It is our purpose in this discussion to present the 
situation in which social service departments find 
themselves, to face our special difficulties, ex- 
change our experiences and to suggest some ways 
in which we medical social workers who are car- 
rying on in civilian hospitals may do our part 
with the most satisfaction to ourselves and the 
hospitals we serve. 


In response to letters to directors of social serv- 
ice in various parts of the country, we have testi- 
mony that the special problems in our civilian 
hospitals fall into three main areas, that of per- 
sonnel, the impact of the war situation on the per- 
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sonal and social problems of our patients and the 
services of medical social workers in civilian de- 


- fense activities and plans. 


Personnel 


Shortage of professional personnel is acute, due 
to the fact that the war demands come at a time 
when our services are being expanded rapidly. In 
the past few years there have been increasing calls 
for medically trained social workers not only in 
our civilian hospitals, but in the state and federal 
programs for crippled children and public wel- 
fare. Then as our Army medical service has been 
organized into hospital units, there has been call 
for units of medical social service, organized by 
the Red Cross and attached to these hospitals to 
serve in this country and overseas. Our civilian 
hospitals have been called upon to release workers 
of experience to these important posts. 

Such recruits of trained personnel as are avail- 
able are chiefly from the schools of social work, 
young workers just starting out in their profes- 
sional careers and needing careful supervision by 
experienced workers. But, these recruits are few 
compared with the vacancies to be filled. One de- 
partment in a university hospital reports that out 
of a staff of nine, seven workers have been ap- 
pointed since January 1941. Another department 
with twenty-seven workers reports 33 per cent 
turn over since January 1942. In another depart- 
ment of eighty-nine workers, there has been a loss 
of twenty-five this year, and these were the “best 
trained and most qualified workers.” 

The medical profession has wisely developed a 
program to protect the teaching functions so that 
the obligations for preparing medical students will 
be safeguarded. Our profession has as yet not de- 
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veloped such safeguards. We find some evidence 
that schools for training medical social workers 
are meeting difficulty in the placement of students 
for field work experience in our hospitals because 
of the loss of experienced workers in the social 
service departments. Very few departments are 
staffed for teaching as such, and students are usu- 
ally placed with case workers of experience. Di- 
rectors of departments are striving to carry their 
teaching responsibilities since they recognize that 
we must keep a steady flow of new recruits profes- 
sionally prepared to fill the ranks and to meet the 
expanding need. In considering what part of our 
work can be curtailed, there is no suggestion that 
any of our teaching should be reduced. Rather we 
feel we must try to expand the facilities for teach- 
ing. Special supervision of selected younger work- 
ers who can be drawn into teaching responsibili- 
ties earlier than we would in normal times is 
reported. 


Shortage of medical and nursing personnel has 
a direct effect on the responsibilities of medical 
social workers. There is general testimony that 
pressures under which doctors and nurses are 
working lead them to depend more on social ser- 
vice for interpreting the medical condition to the 
patient and give less opportunity for careful joint 
medical-social planning for the patient’s after-care. 
And, there is, of course, a great increase in need 
for explaining to patients and families many of the 
difficulties under which the hospital is functioning 
and which cause petty annoyances. Opportunities 
for such explanations often result in better under- 
standing and a feeling of comradeship between 
patient and hospital personnel. 


Reports come from many hospitals of methods 
of meeting some of the shortage in professional 
personnel. Increase in clerical and secretarial serv- 
ice to assist trained social workers and extended 
use of volunteers is a general trend. These substi- 
tutions have forced a more discriminating analysis 
of the function of the skilled case worker and the 
various activities within social service depart- 
ments. This is all to the good for the present pres- 
sures and for the future if the analysis can be car- 
ried out with discrimination and the reallocation 
of duties can be done with imagination, flexibility 
and good judgment. As I read the letters from 
the directors of departments, I get the impression 
that in this matter of reallocation of activities the 
departments that have held to a clear concept of 
the proper function of medical social service are 
penalized, while those that have taken over a 
variety of activities, some of them not within the 
suitable function of medical social service, are able 
now to pass over suitable work to clerical workers 
and volunteers. We should find that as we clarify 
our own essential function we can also clarify the 
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possible role of the secretarial workers and vol- 
unteers. 


The use of volunteers within the department 
places upon the directors the responsibility of 
training them for their duties. Several centers, 
notably New York, Denver, and Baltimore, report 
on programs for volunteer training and placement, 
which will be valuable not only locally but will 
be helpful to other centers, for the needs of per- 
sonnel and the types of service that can be given 
by well-prepared volunteers are pretty consistent. 


Selection of those volunteers who have aptitude, 
intelligence, capacity to carry responsibilities and 
then well-planned training of such volunteers 
should prove very helpful in our present situation, 
give us a group of lay people who, while giving 
service, are also acquiring a better understanding 
of hospital service and problems. Such a group 
should become a bulwark of strength in the years 
ahead. There is already evidence that these volun- 
teers are fulfilling a valuable role, and we must 
remember that volunteer does not necessarily 
mean the untrained worker. Several departments 
report on recruiting professionally trained work- 
ers who had retired to private life. 


The American Association of medical social 
workers is giving us thoughtful leadership in all 
these varied personnel problems and helping us 
to see that those of us who are carrying on in our 
civilian hospitals have essential duties in this time 
of crisis. The Association will serve also as center 
for accumulated information on these personnel 
problems, and methods for meeting them. 


Service to Patients 


Next to the problem of personnel the greatest 
influence of the war situation as the medical social 
worker feels it is in her day by day service to pa- 
tients. Although we are, fortunately, not in direct 
combat areas in our country we are becoming in- 
creasingly conscious that this is in truth a total 
war. Practically no family escapes involvement in 
the stresses and strains that come and will come 
increasingly to all of us. The patients in our hos- 
pitals, if we can be sensitive to the full meaning 
of their illness to them, represents an index of 
what these wartimes mean to our civilian popu- 
lation. 


A study of the impact of war and defense indus- 
try on family security was made in one of our 
large cities, with fourteen social service depart- 
ments participating under the Council of Social 
Agencies. The report is based on data on some five 
thousand patients gathered in the periods of Janu- 
ary to March 1940 and of January to May 1942. 
One of the obvious trends shown in this study is 
the increase in cost of medical relief, such as 
braces, glasses, dentures, corsets, orthopedic shoes 
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and plates, increase in cost and delay in delivery. 
Because of the increase in employment, there was 
no increase in requests for relief funds, but the 
difficulties of securing adequate medical relief for 
public welfare dependents are pressing. 


Another obvious effect noted is the difficulty of 
transportation of. patients who must be brought 
to and from the clinics by automobile. Recent 
decades have witnessed a great increase in use of 
our out-patient departments and clinics for treat- 
ment and follow-up supervision. We have come 
to depend upon Red Cross Motor Service and other 
conveyance to bring to the hospital an increasing 
number of patients for whom interim home care 
has been arranged with visiting nurse, or house- 
keeper and families, under supervision. Such cases 
for whom social service has taken major responsi- 
bility in carrying out joint medical-social plans 
have greatly extended the scope of clinic care, 
especially of patients with extended or chronic ill- 
nesses. The problem of these patients as we see it 


becomes one of concern to doctors, hospital ad- - 


ministrators, as well as medical social workers and 
community health agencies. 


Patients’ psychological and social problems, as 
we see them, do not lend themselves to unusual 
classification. Broken homes, unmarried maternity, 
heavy emotional stress are familiar complications 
to us in our service. They have new significance 
and increased emphasis in many cases now, and 
we recognize special casual factors for anxieties 
and emotional stress that have bearing on disease 
that has psychosomatic features. Reduced income 
because the wage earner has enlisted in the armed 
forces and skyrocketing wages of the handicapped 
patient drawn into defense industry, are both 
problems bringing difficulties in adjustment. The 
“door key children” of working mothers are caus- 
ing deep concern among social workers in general 
and day care for such children is being provided 
in many defense cities. When sickness comes to 
these children the fact that there is no stable 
home presents a special problem. We get reports 
of difficulty in securing foster home care for chil- 
dren with health problems. Rise in food costs and 
increase in employment, which increases family 
income and employment of women, seem to be 
some of the reasons for fewer foster homes. 


Another special problem of these times is care 
for the alien. The recent refugees from oppressed 
countries have brought us special concern in re- 
cent years since many of them become ill because 
of the experiences they have been through. I have 
in mind especially a brilliant young Austrian law 
student whose tuberculosis probably developed be- 
cause following his deprivation during his escape 
from Europe, he struggled to complete his law 
training while supporting himself as a butler and 
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an occasional blood donor. Sanatorium care was 
necessary, but would have been futile if he had 
had to face the possibility of deportation as a de- 
pendent alien during the last few months before 
his five years of residence was complete. Happily 
he is being spared that great hazard and bids fair 
to become a valued American citizen. And another 
patient, an Austrian who had fled to South Africa 
to escape the way of life under Nazi domination, 
was sent to Boston for operation for a brain tumor 
causing blindness. On his doctor’s urgent insistence 
he came to the States on a visitor’s visa instead 
of on the quota which he eagerly wished. Extended 
study of his condition, hospitalization, operation, 
and careful follow up to watch the steadily re- 
turning vision were all part of the good care he 
received. But Washington immigration authorities 
were too busy to give consideration to extension 
of visa or the urgent request of an employee that 
he might work during his convalescence and so 
help to meet his mounting expenses. These com- 
plications he accepted as they were explained to 
him. But what he could not accept was to be 
classed as an “enemy alien” by the officer through 
whom his return trip to South Africa was ar- 
ranged. His feeling about Hitler’s Germany, and 
his gratitude to the country where mercy had been 
shown him, and his sight restored, and where he 
hoped some day to be able to claim citizenship 
was beyond verbal expression. 


Medical social workers recognize their duty to 
patients who have passed through the distressing 
experience of flight from oppression in their native 
land and are among the most tragic victims of this 
cruel war. We have occasion also to take account 
of the emotional complications of sickness in pa- 
tients with foreign background, whose homeland 
is under Nazi oppression and whose relatives are 
beyond communication. Some of our colleagues in 
coastal cities are reporting on men and women 
who have been through torpedoing experiences 
and merchant marines eager to get well and back 
in the fight. Frequent reports come of the special 
problems of the young mother facing her responsi- 
bilities alone and the unmarried mother for whom 
it is particularly difficult to plan when the father 
of the child is in service. These all need not only 
good medical care but a sustaining understanding 
of their personal problems as well. 


These suggest some of the problems of our pa- 
tients that we have in our minds. As I have talked 
with patients, doctors, nurses, hospital administra- 
tors, and social workers, I observe that with them 
as it is with me, it is unusually difficult these days 
to keep an objective point of view. Many of the 
patients’ problems, psychological and economic, 
their restlessness and fatigue are common prob- 
lems for all of us. But we are sharing experiences 
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to a greater extent than in normal times. How can 
we make these common experiences an asset and 
not a handicap in our service? Can we recognize 
that the sharing of experiences is of the essence 
of the democracy for which we are fighting? And, 
while we must share the difficulties of these times, 
we, who are pledged to work for those good things 
of life—health, economic security, freedom to live 
our lives fully—must find ways to keep ourselves 
fit for service just as truly as the soldiers in the 
battlefield and hold to the vision of better times. 


Service in Civilian Defense 


The third phase of work for medical social serv- 
ice during these wartimes has been participation 
in programs for civilian defense in the state and 
local organizations officially drawn up for prepara- 
tions for possible disaster. It is a well recognized 
principle that the first obligation of the medical 
social worker is to her own hospital in case it be- 
comes involved in relief in time of disaster. There 
is a rather consistent pattern for preparation for 
such service in our hospitals, especially those 
along the coast where there is a feeling that our 
hospitals should be well prepared. The social work- 
ers’ functions, as outlined in plans submitted, have 
been in line with their normal functions, that of 
assisting the administration in admission and iden- 
tification of patients, facilitating discharge of pa- 
tients who can leave the hospital, making suitable 
plans for their aftercare, and in serving as assist- 
ants in hospital information with special reference 
to the service to relatives and members of families 
of victims. We find medical social workers as- 
signed to the responsibility of acting as liaison 
with the Red Cross Relief Services. It is rather 
significant that the Committee on Civilian Defense 
as organized under our American Association of 
Medical Social Workers has been renamed the 
Committee on Wartime and _ Reconstruction 
Services. 








Medical social workers are being drawn into 
our civilian defense programs as volunteers in the 
rehabilitation of draftees rejected for phyical de- 
fects that are remedial. The record of the Service 
of Medical Social Workers in New York City last 
fall and winter, where more than 250 enlisted as 
volunteers over several months, is a convincing 
demonstration of the value of using skilled medi- 
cal social workers to interview and guide the 
draftee to secure care in remedy of his defect.* 


The recent appointment of Mrs. Barbara Hodges 
as Consultant in Medical Social Service to the 
National Office of Civilian Defense in Washington 
will undoubtedly lead to a fuller recognition of the 
place of the medical social worker as an integral 
part of the civilian defense medical service in our 
regional, state and local levels. 


While it is well for us to take account of our 
experience after these ten months of war, no one 
will assume that we have begun to know what the 
full measure of our problems will be before this 
war is won and peace restored. We who are obli- 
gated to carry on in our civilian hospitals have a 
greater obligation than to just “carry on.” We must 
meet our problems not alone with courage but 
with flexibility and imagination. We who are not 
in immediate contact with the tragedies of war, if 
we are really alive, can understand that this global 
war is far reaching and cruel, it is a war of people 
and not just of armies and that it means a revolu- 
tion in conditions of life the world over. If we do 
not see deeply into this crisis and clarify and for- 
tify our deeper values, we shall not be keeping 
faith with those who are risking life itself that 
decency in human relations shall survive, nor will 
we be fit to help to build the better world.° 





*See “Health for Rejectees’” by Col. Samuel J. Kopetsky, M.D., 
The Survey, Jan., 1942. 
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Major General Robert U. Patterson, U. S.A., (retired) Becomes 
Dean of the University of Maryland Medical School 


Major General Robert U. Patterson, U.S.A., (re- 
tired), who recently resigned as Dean of the Uni- 
versity of Oklahoma Medical School and superin- 
tendent of the State University and Crippled 
Children’s Hospital, Oklahoma City, Oklahoma, 
has accepted the appointment as dean of the Uni- 
versity of Maryland Medical School and superin- 
tendent of the University Hospital, Baltimore, 
Maryland. 


General Patterson was formerly surgeon general 
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of the United States Army Medical Corps, and 
since his retirement has made an enviable record 
as a medical educator and as a hospital adminis- 
trator. 


One of the first announcements after his appoint- 
ment as superintendent of the University Hospital, 
Baltimore, Maryland, was the approval of a Fed- 
eral grant of $100,000 to insure the completion of 
the twelfth floor of the hospital which will provide 
about one hundred additional beds. 
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Integration of Volunteer Hospital Service 


GEORGE P. BUGBEE 


service are coming into there own. Hospi- 

tals throughout the country are calling on 
volunteer workers to assist them in maintaining 
health and morale in wartime. Never has there 
been greater need for volunteers in the hospital; 
never has there been greater satisfaction in serv- 
ice rendered than is available to the volunteer 
today. 


ser VOLUNTEERS after many years of fine 


These are days of adjustment, shortages of per- 
sonnel and equipment—days which might be de- 
scribed as difficult for hospital personnel were not 
complaint beneath any of us who are so fortunate 
as to live in this country and have the opportunity 
to share in the responsibility of a democracy at 
war. Hospitals, as never before, need volunteer 
workers. Fortunately, as never before, the women 
in this country are volunteering to assist hospi- 
tals. As a hospital administrator, I wish first to 
emphasize our appreciation of volunteer workers 
and their effect on the hospital organization. 


Patient and the Hospital Personnel 


IlIness may come to all of us. It has been stated 
that the average citizen of this country spends one 
day in a hospital for each year of his life. A large 
majority of us have been hospitalized for illness. 
No one who has been hospitalized fails to remem- 
ber the importance of that occasion to himself 
and the dependence he felt on the doctor, the 
nurse, the elevator operator, the information 
clerk, in fact, every member of the hospital per- 
sonnel he met. Almost without exception, admis- 
sion to a hospital looms large as one of the crises 
of life for the average individual. Each patient 
expects much from hospital personnel; he expects 
accuracy, promptness, kindness. As far as his per- 
sonal treatment is concerned, he makes no allow- 
ance even for the usual percentage of human 
error. 


This dependence of patients on hospital person- 
nel is a challenge to the doctor, the nurse, the lay 
worker, and to the hospital volunteer. There is a 
satisfaction in service when such service means so 
much to the recipient. Nevertheless, for the full- 
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time, paid hospital worker there inevitably comes 
a day—perhaps more often now than in normal 
times—when increased problems repeated day 
after day tend to obscure that relation of service 
to the patient and the obligations which are im- 
posed on the employee. Volunteers in the hospital 
forcefully suggest to the paid workers of the hos- 
pital that the needs of the patient and day-to-day 
work in meeting those needs are different than 
the obligations placed upon the factory worker, 
the lawyer, the farmer and the merchant. The vol- 
unteer worker is a continual reminder to full- 
time hospital workers that the service which can 
be rendered patients in the hospital is in itself a 
compensation, that for the volunteer solely the 
satisfaction in an opportunity for service brings 
her back to the hospital day after day, year after 
year. The volunteer continually reminds us that 
the hospital is not a commercial institution, but 
rather a service center whose performance must 
transcend normal business relations if it is to meet 
its ideals of service to sick people. 


Functions of the Volunteers in Hospitals 


Volunteers can perform many functions in the 
hospital. At City Hospital in Cleveland the volun- 
teers were organized and supported by the Junior 
League. They have been serving since 1930. Vol- 
unteers are assigned to the out-patient depart- 
ment where they assist with the clerical work, 
assist the nurses, and help in the transfer of pa- 
tients and medical records from clinic to clinic. 
Volunteers are assigned to the main information 
department helping to issue visiting permits and 
giving the condition of patients. They are assigned 
to the pediatric wards, they are assigned to assist 
nurses on the adult divisions in helping to feed 
patients, they perform many tasks which are time- 
consuming and which relieve the nursing person- 
nel for more highly skilled services to patients. 
These are some of the regular duties performed 
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by volunteers. In addition, almost endless calls go 


to the director of our volunteers for assistance. 


Types of Services Rendered by Volunteers 


The type of calls may be best shown by excerpts 
from the director’s monthly reports, from which 


I have chosen as follows: 

“Volunteers have proved invaluable this 
month during periods when members of the 
paid staff of the hospital were away due to 
illness or other causes. The girls who have 
worked at City Hospital for a long time and 
have learned routines and procedures have 
been given an opportunity to demonstrate 
their ability to carry on in the absence of the 
regular employees. One girl has put in at least 
thirty hours on the switchboard. On other oc- 
casions volunteers have worked in the infor- 
mation office through the evening visiting 
hour.” ‘ - ‘ 


“Curious requests find their way to the vol- 
unteer office sometimes. Radios, playing cards, 
magazines and stamps are the usual order, 
but roller skates had us puzzled. We knew 
there were distances in City Hospital that 
roller skates would shorten, but these were 
for a patient in bed. We supplied them and 
then went to see them in action. Strapped at 
right angles to the feet they rolled back and 
forth on an upright board and supplied much 


needed exercise to an orthopedic patient.” 
* * * 


“Volunteers served many hours in addition 
to their regular work during the Convention 
of the American College of Physicians. They 
came at 8:30 a.m. to direct visitors to clinics, 
and they came on Sunday when the appli- 
cants for membership were being examined. 
The response from the girls to these special 
requests is always very gratifying.” 

* 1K * 

“Belated Christmas shopping has finally 
been done for the children’s ward with money 
designated for that purpose. A combination 
radio and record player has been installed, 
and the ‘Pinocchio’ records and the ‘Little Red 


“At the request of the operating room su- 
pervisor, volunteers are working each morn- 
ing in the surgery office. Their prompt an- 
swering of the telephone will make unlikely 
the gift of an endowed secretary such as one 
eastern hospital has, but perhaps the danger 
was slight anyhow. It is said that a wealthy 
business man lay waiting to be wheeled into 
a surgery and was forced to listen helplessly 
to the urgent ringing of a telephone. His first 
inquiry on coming out of the anesthetic was 
‘Whose business is it to answer that tele- 
phone?’ On being told that it was no one per- 
sons responsibility, he decided that a change 
should be made and at once. Forthwith he set 
up a fund to pay the salary of a girl whose 
first job was that telephone. In the absence 
of irascible but philanthropic patients the vol- 
unteers will help the surgery staff keep nerves 
from that particular kind of torment.” 

* * * 

“A plea was advanced recently by two of 
the doctors for a piano that would really play 
for the interns’ lounge. There are some pretty 
good musicians among the boys, but the noon 
and evening ‘jam sessions’ have stopped be- 
cause only about half the keys on their piano 
work. A local company produced a pretty fair 
one for the employees’ dormitory at our re- 
quest—perhaps they have another which can 
be had for cartage costs. We offered to go fifty- 
fifty with the doctors on cartage if a piano can 
be found.” 

* * * 

“We are waiting with much interest the 
coming of the Red Cross Nurses’ Aide stu- 
dents for their period of practical training. 
We hope some of them, particularly our own 
girls, may be assigned to us for their 150 hours 
of work and will remain on indefinitely. Our 
need for help on wards is becoming greater 
all the time, and these Red Cross students will 
demonstrate the potentialities of volunteers 
and girls recruited from other sources may be 


used to better purpose.” 
* * * 





As can be seen, the volunteers at City Hospital 
perform endless services. They are a mobile group 
which can be called upon, never being limited by 
lack of enthusiasm or willingness to serve, but 
only by the professional skill required. 

Volunteer Relations with Hospital Service 


The hospital has the service to be rendered. The 
community—any community—has available po- 
tential volunteers to render service. That these 
two complimentary facts exist does not inevitably 
lead to a successful volunteer service in the hos- 
pital. Volunteers place a responsibility on the ad- 


Fox’ are heard all through the day. Once more 
the bird cage has an occupant, and ‘Bing 
Crosby,’ one of the Master Warblers, adds his 
voice to the chorus of sounds.” 

* * * 

“There have been many visitors to the hos- 
pital this month, among them the ‘Newcom- 
ers’ Club’ of the faculty wives of the Univer- 
sity. So great was their interest in several de- 
partments that the time allotted to their tour 
was far less than needed, and the guides went 
lunchless to their afternoon assignments.” 
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ministration and personnel of the hospital for 
proper integration. The administration must not 
abuse the good intentions of the volunteer. Vol- 
unteer workers must be permitted to render serv- 
ice which will be a satisfaction to them and will 
not be beyond their capabilities. The volunteers 
must not be used for work which can and should 
be done by paid workers. Hospital personnel must 
not inject untrained volunteers into relationships 
which require training. Hospital personnel must 
understand that the volunteer is, as the name im- 
plies, offering her services without compensation, 
and cannot be expected to perform duties for 
which she is untrained; yet the volunteer must be 
given direct assignment. She gives her time and 
does not expect to report for duty and be given no 
duties, or be assigned work which makes no con- 
tribution to the patient or the hospital. 


The volunteer must recognize the limitations of 
her training; she must realize that full-time hos- 
pital work may give some paid hospital employees 
a different satisfaction than hospital work on a 
part-time basis gives her. The volunteer must un- 
derstand the confidential relationship between pa- 
tients and professional personnel; she must bring 
mature judgment to her hospital experience. 

The most important factor in the integration of 
volunteers within the hospital organization, in or- 
der to reach a proper understanding between the 
volunteer, the patient and hospital personnel, is 
the volunteer director. I should be the last to en- 
deavor to list the qualities necessary for a success- 
ful director of a hospital volunteer service. It is 
sufficient to say that the service requires tact and 
ability, and that the functions cannot be per- 
formed by a busy director of nurses, supervisor, 
or other full-time hospital worker who is occu- 
pied with other duties. The successful hospital 
volunteer director will, through careful planning, 
orient the new volunteers; control the assignment 
of volunteers to duties which they can perform; 
make the volunteers’ service and limitations un- 
derstandable to hospital personnel; protect the 
patient from volunteer workers who might be in- 
compatible with the hospital environment. The 
volunteer director will, during the period of ori- 
entation, and in assignment thereafter, establish 
in the mind of the enthusiastic volunteer the need 
for meeting assignment by reporting for duty 
regularly and on time. I hardly need say that the 
successful volunteer director has a difficult job; 
that it can be successfully performed, and that it 
is the secret of success for satisfactory volunteer 
service in the hospital, is proved by the many fine 
volunteer directors in hospitals. 

The training of volunteer nurse aides is increas- 
ingly occupying the attention of the hospitals of 
this country. The American Red Cross has spon- 
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sored a very fine training for volunteer nurse 
aides. (Initially there was a goal set of two hun- 
dred thousand trained nurse aides throughout the 
country.) Present indications are that original 
quota may be inadequate. There is an increasing 
need for well-trained volunteer nurse aides. 


The military forces require a tremendous num- 
ber of graduate nurses who must be largely fur- 
nished from the ranks of nurses working in hos- 
pitals. On the other hand, no likely reduction in 
the occupancy of hospitals is apparent. On the 
contrary, hospitals must be prepared to meet calls 
for heavy, emergency needs following catastrophe 
or military action. The hospitals of this country 
will be expected to care for civilian casualties. 


A large number of trained volunteer nurse aides 
should be available in every community—first, in 
order that they may be available to meet emer- 
gency demands; and, second, to assist by day-to- 
day work in releasing graduate nurses for the 
armed services. Volunteer nurse aides can only 
be properly trained in hospitals. Hospitals should 
take the leadership in seeing that this country has 
an adequate supply of properly trained volunteers 
for this service. Such training should not inter- 
fere with regular volunteer programs in the hos- 
pital. Recruiting of volunteers by individual hos- 
pitals is probably more successful than recruiting 
on a community basis. Volunteers given a stand- 
ard course of training should be available to meet 
any community emergency, but should otherwise 
be assigned to the hospitals in which they are 
trained for normal ,day-to-day assistance in the 
hospital as a nurse aide. Those hospitals having a 
long-established volunteer program should have 
the privilege of having the volunteer wear the 
uniform which the volunteers of that hospital have 
chosen, which through their service has earned the 
respect of the hospital patients and personnel. 
Hospital volunteer directors, through the admin- 
istration of the hospital, should insure the train- 
ing of an adequate number of volunteer nurse 
aides for each individual hospital and for com- 
munity needs preserving the values of hospital 
volunteer organization in order that such services 
may continue after the present emergency. 


In conclusion, I should like to emphasize the 
appreciation of hospitals for the service rendered 
by volunteers; the importance of proper integra- 
tion of the volunteer service in order that the vol- 
unteer, the patient, and the hospital may realize 
the full value of the importance to such a program 
of a volunteer director, the present need for a 
large group of volunteer nurse aides trained in 
hospitals, and the importance of avoiding changes 
which will interfere with the continuity of estab- 
lished hospital volunteer organizations. 
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How to Conserve Hospital Rubber Goods 


DEWEY H. PALMER 








A Statement to Doctors, Nurses, and Hospitals 
Need for conserving all kinds of rubber articles as important as saving tires 


As our stockpiles of crude rubber decrease under the impact of war needs, it will become increas- 
ingly difficult to obtain sundry rubber products for civilian use. All rubber articles now in use 
should be as carefully preserved as tires and repaired where feasible, so that their useful life 
may be extended to the utmost. This is especially true of high grade rubber goods—surgeons’ 
gloves, for example—which require very high percentages of crude rubber in their fabrication. 
WituuM M. Jerrers, National Rubber Director 








izen. The length of the war and even its out- 

come will depend in no small measure on how 
all strategic materials, so lavishly consumed by all 
of us in the past, will be conserved and turned 
back into the war effort. Because health supplies 
will continue to be produced to meet essential 
civilian needs, the responsibility for their con- 
servation must be assumed by every person using 
them. Naturally, a large proportion of such sup- 
plies will go to hospitals and it is therefore par- 
ticularly important that such institutions take all 
precautions possible to extend their life. 


Te war is at the door of every individual cit- 


Of all the materials which must be conserved 
to the utmost, rubber is probably the most impor- 
tant. If rubber is lacking, our planes cannot leave 
the ground, our tanks cannot roll, and our field 
guns and warships cannot operate efficiently. A 
modern battleship requires more than seventy-five 
tons of rubber; a medium tank 1750 pounds; and 
rubber tires for our large bombers weigh up to 
1000 pounds each. 


Before Pearl Harbor 60 per cent of the world’s 
crude rubber was being used by the United States. 
Our annual consumption of new natural rubber 
averaged 600,000 long tons. More than 97 per cent 
of this quantity came from the Far East including 





_ Additional copies of this report may be obtained from Simplifica- 
tion Branch, Conservation Division War Production Board, 11th & H 
Streets, Washington, 
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British Malaya and the Dutch East Indies. Except 
for a small amount received from Ceylon and 
India, this supply has been entirely cut off by 
Japanese aggression. The remaining—Ceylon and 
Indian sources, wild rubber from South America, 
and the guayule rubber sources in this Country 
can, by next year supply only about one-eighth of 
our normal consumption, and it is estimated that 
an equal percentage of synthetic rubber will be 
produced by the end of this year. This picture is 
even less encouraging in light of the greatly in- 
creased demands of the Army and Navy. It has, 
therefore, become necessary for the Government 
to control rubber so that our present stock piles, 
which it is estimated will reach the vanishing 
point by the end of 1944, may be used wisely to 
insure deliveries for war machines and essential 
civilian requirements. 


By far the biggest “source” of rubber will be the 
savings made by citizens of this Country through 
taking proper care of the rubber goods they now 
have to prolong their life. It is possible to extend 
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the life of rubber goods as much as 50 per cent by 
observing a few simple principles. 


Nan a 


Some General Principles 


The greatest enemies to the long life of rubber 
are sunlight, heat, oils, greases and solvents. The 
ultraviolet rays of the sun penetrate the surface of 
rubber causing it to oxidize. Excessive heat causes 
rapid deterioration. Vegetable oils, cottonseed oil, 
mineral oil, greases, turpentine, gasoline, chloro- 
form and naphtha cause swelling and softening 
making rubber more susceptible to mechanical 
damage. 


To preserve rubber goods the following general 
rules should be observed: 


1 Clean and dry rubber goods thoroughly be- 
fore storage. 


2 Store in a cool, dark and dry room, away from 
sources of heat. (New goods should be kept in 
their boxes.) 


3 Lay rubber articles flat when storing, allowing 
them to assume their natural position. Rubber 
under a permanent strain loses its life and will 
set up a deformation which may cause it to 
crack. 


4 Wash with soap and water or alcohol as soon 
as possible after contact with oils, greases, and 
solvents. 


5 Handle rubber goods carefully and avoid 
puncturing with sharp instruments or finger 
nails. 


More specific instructions for care of some hos- 
pital items are outlined in the discussion of par- 
ticular products which follows. 


Surgeons’ Rubber Gloves 


Surgeons’ rubber gloves are usually discarded 
as a result of tears, cuts, and punctures which oc- 
cur while in use, or in the process of cleaning and 
testing. How the quality and condition of the rub- 
ber is related to its resistance to tearing and punc- 
turing is not definitely established. It seems likely 
however, that as gloves are subjected to repeated 
sterilization they become less resistant to tearing, 
while their resistance to puncturing may not 
change significantly. 


Every precaution should be taken to reduce the 
possibility of mechanical damage to a minimum. 
Rubber gloves must be put on and removed care- 
fully to avoid tearing. When drawing on or re- 
moving the gloves, care should be taken that the 
finger nails of the person holding the gloves do not 
tear or puncture the rubber. Those surgeons, who 
after an operation literally “rip” gloves off their 
hands and throw them aside, should realize that 
this is a particularly wasteful practice. 
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Gloves should be rinsed in cold water before 
removing. 


Before sterilization gloves should be washed and 
scrubbed with a brush, using soap and water. Care 
should be taken to see that all traces of soap are 
removed after washing. If gloves have been used 
in greasy or oily substances, they may be cleaned 
by soaking the gloves for fifteen minutes in a good 
grade of commercial acetone. 


Punctures can be detected with more certainty 
if the gloves are tested for leaks by filling them 
with water under slight pressure rather than air 
under pressure. 


After gloves are powdered evenly on both sides 
with talc, they should be allowed to dry thor- 
oughly, but they should be kept away from any 
form of intense heat. 


When the cuffs of the gloves are turned back, 
a pad of gauze, muslin, or crinkly paper should be 
inserted between the wrist surfaces of the glove 
as the fold is made, so as to permit free entrance 
of steam to contact these folded-over surfaces. A 
similar pad inserted in the hand of each glove as 
far as the fingers will permit steam to contact the 
inner walls of the glove more easily. 


Each pair of gloves should be placed in a 
muslin envelope or wrapped in paper, without 
crowding, and the glove packs arranged for steril- 
ization so that none of them are pressed tightly 
together or anything placed over them which will 
interfere with steam contact. Effective steam 
sterilization requires that the temperature not only 
be kept at the proper level but that the steam make 
direct contact with all surfaces to be sterilized. 


Gloves should be sterilized separately—not 
placed in the sterilizer as part of a charge of other 
items. This practice will avoid much uncertainty 
as to the sterility of the gloves and may also ex- 
tend their life appreciably. 


It is particularly important that as much air as 
possible be removed from the sterilizer prior to the 
sterilization period. Studies made by the Bureau 
of Standards have shown that temperature and 
time of. exposure in the sterilizer are relatively 
unimportant when the amount of air left in the 
sterilizer is reduced to about one part per thou- 
sand. In actual practice such low concentrations 
are not practicable. Significant amounts of air 
usually remain in the sterilizer and the tempera- 
ture and exposure time become important factors 
in accelerating the oxidization and deterioration 
of the rubber gloves. 


When sterilization is begun, the air in the steril- 
izing chamber should be displaced by steam as 
quickly and as completely as possible. This can be 
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done only if there is an abundant supply of steam 
and if the steam traps are kept clean and in good 
working order. The displacement of air can often 
be speeded up by temporarily opening bleeder 
valves which by-pass the steam traps, or if not 
equipped with such traps and valves, by opening 
the door slightly until the air is discharged. When 
the air is completely displaced, the temperature of 
the steam leaving the sterilizing chamber will be 
the same as that entering. The installation of 
thermometers, if possible, in the inlet and outlet 
will avoid waste of steam and result in less waste 
of sterilized materials. 





There are rather wide differences in opinions 
and practices regarding the period of exposure of 
rubber products for complete sterilization. A num- 
ber of hospitals follow the practice of sterilizing 
for fifteen minutes at 250° F. Others increase the 
exposure time up to thirty minutes. The proper 
period for a given sterilizer will be determined 
largely by its design and also by the size of the 
pack and its position in the sterilizer. The min- 
imum time for a given equipment and set of con- 
ditions can only be determined accurately by 
actual bacteriological studies of specific materials. 


Timing the exposure should begin when the 
thermometer shows 240° F., or when the air is com- 
pletely removed. In view of the fact that in com- 
mon practice some air is likely to be left in the 
sterilizer, the exposure time should not be ex- 
tended beyond that which is necessary to assure 
complete sterilization. Some hospitals have re- 
duced the number of gloves per operation from 
an average of three or four to less than one, simply 
by reducing the period of exposure. 


Gloves should not be left in the sterilizer, even 
with the door open, after the sterilization is com- 
pleted for any unnecessary period of time. The 
practice sometimes followed of drying the charge 
after sterilization by leaving the door of the steril- 
izer ajar for any appreciable time is very delete- 
rious to the gloves. A rest of twelve hours after 
sterilization and before use is recommended to 
prolong the life of the glove and insure better 
service. 





Authorities on the proper methods of cleaning 
rubber gloves agree that chemical germicides and 
disinfectants, including cresol compounds, should 
be avoided. 


Molded Rubber Goods 


The water used in a water bottle should in no 
case have a temperature higher than 140° F. Boil- 
ing water ages the rubber prematurely. A water 
bottle should be filled to two-thirds capacity with 
hot water. The bottle should then be squeezed to 
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expel the air in the bottle and the stopper inserted. 
There should be no air in the bottle when in use. 


Punctures to water bottles would be greatly re- 
duced if the bottles instead of being pinned in 
cloth before applying to the patient’s body were 
placed in a bag fitted with drawstrings. 


Ice for throat collars and ice caps should be 
chopped into fine pieces before and not after it is 
placed in the bag. 


The metal shut-off device on the tube of a syr- 
inge or enema bag should not be left clamped 
down. This will weaken the tubing at this point 
and frequently cause the two inside surfaces to 
stick together. The shut-off valve should be moved 
to different points on the tubing to prevent cre- 
ating a permanent dent at any one point. 


After use, these items should be thoroughly 
drained and dried. If an antiseptic or other solu- 
tion has been used, they should first be rinsed out 
with clean warm water. Before storing, they 
should be inflated so that the sides will not stick 
together. 


Surgical Tubing 


Clean and rinse rectal tubes thoroughly and then 
boil for two minutes. Stomach tubes should be 
rinsed and thoroughly cleaned and then soaked in 
a 5 per cent solution of cresol for one hour. 


Clean tubing as soon after use as possible, and 
when storing allow them to assume their natural 
position. There should be no sharp bends or kinks. 


Rubber Sheeting 


Rubber sheeting should be washed with soap 
and warm water, thoroughly rinsed and then 
cleaned with a 5 per cent solution of cresol. 


When it is not being used, cover evenly with talc 
and roll on a tube. Do not fold as this material has 
a tendency to deteriorate at the line of folding. 


Rubber Flooring 


Unpolished rubber floors or tile should be 
cleaned by brushing with a push broom and wash- 
ing small sections of the floor at a time with a mild 
solution of washing soda or trisodium phosphate. 
The solution is made by dissolving about a quarter 
of a cup full of the cleanser in twelve to sixteen 
quarts of clear cold water. All traces of the clean- 
ing solution should be removed by mopping the 
floor thoroughly with clear water. This process 
should be continued over the entire floor. A buffer 
should not be used for scrubbing. Brushing the 
floor often makes frequent washing unnecessary. 
When the floor has been dried and buffed, it may 
be waxed by applying a good quality water emul- 
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sion wax. Waxes used on rubber floors should be 
free of oil, fats, and organic solvents. 


Rubber Tires and Wheels 
Avoid as far as possible running rubber-tired 
equipment over greasy or oily floors. 


Some reclaimed rubber will be allowed for the 
replacement of rubber tires on certain types of 
essential hospital equipment. Any such allotment 
will, however, be made only for equipment used 
near patients’ rooms or operating areas. It is there- 
fore necessary that all rubber-tired equipment be 
given excellent care until such a time as a satis- 
factory substitute for rubber tires and wheels is 
forthcoming. 


Repairing Rubber Gloves, Water Bottles and 
Ice Packs 

Because of the high quality rubber used in them, 
it is particularly necessary that rubber gloves be 
repaired where possible and their life extended to 
a maximum. Cuts, tears, and punctures, if not too 
large, can be repaired by applying a patch of thin 
sheet rubber with a general purpose rubber ce- 
ment. The cuffs of discarded gloves can be used to 
make such patches or thin rubber sheeting may be 
obtained for this purpose. 


It is desirable to have the patch extend about 
one-half inch about the damaged area. For very 
small holes or punctures not more than a quarter 
of an inch overlap is necessary. The patch will be 
less likely to be removed if the glove is turned so 
that the patch is applied on the inside. Gloves 
which have been properly patched with rubber 
cement will withstand sterilization satisfactorily. 


. The directions given for patching rubber gloves 
will also apply to hot water bottles and ice packs. 
Take care to dry the rubber surface thoroughly 
before making the repair and if the articles can be 
turned inside out apply the patch to the inside. 
The rubber in such flat rubber goods is usually 
thick enough to be repaired with inner tube 


patching material or rubber from old discarded . 


bottles. Emergency repairs can frequently be made 
by using adhesive plaster. 


A Non-Injurious Substitute for Glycerin in 
Lubricating Jelly 

The shortage of glycerin and gums has made it 
increasingly difficult for doctors in hospitals to 
obtain adequate supplies of these materials for 
lubricating gloves, catheters, and other surgical 
rubber products. Realizing this situation, the 
Canadian Hospital Council requested the Ontario 
College of Pharmacy to investigate and develop if 
possible a product which would not require either 
glycerin or gum and would be satisfactory to the 
profession. Such a product was developed by D. E. 
MacKenzie, assistant professor of pharmacy in the 
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Ontario College of Pharmacy. The method of pre- 
paring material was described in the July 1942 
edition of the Canadian Medical Association Jour- 
nal. The following is quoted from that article: 


“It was found that the following formula 
would meet these requirements: 





SAE RE Ree Da 7 oz. 135 grains 
Distilled water St EGER OL 1 gal. 
Sodium Lactate (60 per cent)............ 90 fi. oz. 
Mercuric Oxycyanide ................ .....280 grains 


Dissolve the mercuric oxycyanide (B.P.) (Sol.- 
18W) in part of the distilled water, using the re- 
mainder of the water to form a smooth paste with 
the starch. Combine these two portions with the 
sodium lactate and heat in a steam kettle, or some 
other device capable of supplying a temperature 
of approximately 100° C. The heating, with mod- 
erate agitation, is continued until a translucent 
jelly is formed, at which point the product can be 
at once transferred to suitable containers. 


Sterilization 


“The product is best sterilized after it has been 
placed in containers and, following latest approved 
procedure, can be successfully rendered sterile by 
autoclaving at a steam pressure of 10 lb. (115° C. 
or 240° F.) for a period of 30 minutes. 


Containers 


“Undoubtedly the collapsible tube is the most 
satisfactory package. Since tin has gone to war 
almost 100 per cent, and alloy tubes cannot be sup- 
plied in very large quantities, it might be advisable 
to standardize, for the time at least, on glass or 
porcelain jars. These jars could be large enough 
for a single application only or else packed in 
larger quantities and resterilized after usage. If 
jars are used the tops may be conveniently cov- 
ered by a triple thickness of cellophane, held in 
place with string or rubber bands and for added 
protection a further covering of parchment-type 
paper. Autoclaving may be carried out quite effec- 
tively while the container is so wrapped.” 
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there has been a steady increase in the 

number of older people in the population. 
In recent years, the problem of the aged has been 
more gradually recognized by government, as 
evidenced by the enactment of the Social Security 
Law in 1935 which provides special ways for meet- 
ing the economic needs of the aged. This tended to 
focus even greater attention upon, and intensifica- 
tion of the services rendered by voluntary agen- 
cies, which for many years have been engaged in 
relief, institutional, and home care of the aged. 
Their tasks always included medical care of the 
disabled and sick. They were aware from actual 
experience that the level of degenerative diseases 
of old people has always been high, and so was the 
general sickness incidence. Moreover, the dura- 


A MERICA is growing older. For many years 
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Home for Aged and Infirm Hebrews 
New Hospital Wing 
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@ Charles Butler of Robert D. Kohn, Charles 
Butler and Clarence S. Stein, Architects, New 
York City, designed the building; and Dr. J. 
J. Golub, Director of the Hospital for Joint 
Diseases, New York City, was Hospital Con- 
sultant. 








The New Hospital Wing of the Home for Aged and Infirm Hebrews 


tion of illnesses among the aged is now, as it has 
been in the past, long as compared with that of 
younger people. 

The trend is in agreement with the views of | 
Dr. Malford W. Thewlis* who regards geriatrics as 





*Care of the Aged, by Malford W. Thewlis, M.D., J.A.M.A. 
Nov. 7, 1942; 749-752. 
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a special branch of medicine. He further says: 
“Geriatrics may loom large, since social and 
economic factors may force the medical profession 
to devote as much time to the aged as to the very 
young. Undoubtedly, there will soon be courses in 
geriatrics in medical schools, and medical societies 
will be founded to further the study of diseases 
of old age. There will be more hospitals and clinics 
devoted to the care of the aged. Physicians will 
focus on preventive geriatrics (gerontology) deal- 
ing with senescence (normal old age) and on sen- 
ility (abnormal old age).” 


A Progressive Home for Aged 


The social, economic, and health requirements of 
the aged are a challenge to a progressive com- 
munity. For seventy-two years the Home for Aged 
and Infirm Hebrews in New York City, as a volun- 
tary institution, met the challenge and carried 
with intelligence, understanding, and generosity 
the responsibility of modern care of the aged. 


It is one of the oldest and one of the most pro- 
gressive institutions in its field. At all times in its 
long history it has approached the problems of the 
aged with a fresh viewpoint. Always critical of its 
own work, and always progressively altering its 
program to meet the changing conditions, it has 
embraced the advances in social and medical sci- 
ences which showed new ways and improved 
measures to be taken in the care of the aged. 
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BASEMENT FLOOR PLAN 
HOSPITAL ADDITION TO 


THE HOME FOR THE AGED ¢ INFIRM HEBREWS 
OF NEW YORK 
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ARCHITECTS ASSOCIATED 5G WEST 45™ ST. 
J.J.GOLUB M.D. CONSULTANT 


The Hospital Wing 


The physical facilities for a rounded-out pro- 
gram of care were always complete at the Home. 
Successively in the past, they were remodeled and 
re-equipped, and staffed by proficient physicians, 
nurses, social workers and other personnel to meet 
progressive standards of service. Again now stimu- 
lated by the vision and generosity of the late Mrs. 
Florentine Scholle Sutro, who served as trustee of 
the Home for more than forty years, a new hos- 
pital wing was planned and erected. This hospital 
building of fifty-two beds is devoted to bed and 
ambulatory medical and surgical care of the 375 
old folks served by the Home. It is “I” shaped, 
running east and west along the south side of the 
street, and is contiguous with existing structures. 
It has four stories and basement which connect by 
corridors on all floors with the adjacent existing 
building. The building has its own stairway, and 
two elevators opening into an elevator foyer. 


The ground floor has facilities for ambulatory 
and emergency service. It contains a suite of exam- 
ining and treatment rooms, a surgical operating 
room with a sterilizing and scrub-up room for 
minor and emergent surgery—major surgery will 
be performed at another hospital—radiology and 
dark room, a room for dentistry, laboratories for 
pathology, bacteriology and chemistry, basal me- 
tabolism and electrocardiography room, medical 
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library and staff rooms, lockers and offices for 
physicians and nurses. 


The first and second floors are identical in plan 
and equipment. Each contains twenty-six beds, of 
which twelve are in four-bed wards, twelve are in 
.two-bed rooms, and two in one-bed rooms. The 
one-bed rooms are for critically sick patients, or 
for isolating patients with contagious diseases. All 
of the beds are cubicled by sliding curtains, and 
thereby permit some privacy for patients when- 
ever necessary. Except for the two single-bed 
rooms, and one four-bed ward, all patients’ beds 
are exposed to the south. The day rooms are en- 
closed with a large curved bay window facing 
south-east. The auxiliary facilities, stairway and 
elevators are placed on the north side of the build- 
ing. In addition to beds, each patients’ floor has a 
good size serving pantry equipped with refriger- 
ator, sinks and cupboards, a nurse’s station, 
visitors’ waiting room near elevators, utility room, 
bath and toilet facilities, linen, cleaners’ and other 
closets and a soiled linen chute. All patients’ rooms 
contain one lavatory, and a wardrobe closet is pro- 
vided for each patient. The rooms are so planned 
that beds can be reached on three sides. The placing 
of the beds in relation to the windows and to the 
direction of the swing of the door is such as to 
avoid drafts over the upper part of the patient, and 
not expose him to view from the corridor when the 
door is partially opened. 


Special consideration was given to the location 
of the nurses’s station and utility rooms, since in 
this type of hospital there would not be needed the 
usual control of visitors. The baths are especially 
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Sewing and Weaving Room 


arranged for the comfort of infirm patients who 
are out of bed, and the toilet stalls are larger than 
usual and have grip bars on the sides. The cor- 
ridors are eight feet wide. 


The third floor contains suitably arranged and 
equipped rooms for physical therapy, occupational 
therapy which includes the office, and rooms for 
needle-work, weaving, woodwork, bookbinding, 
and metal-craft, which comfortably accommodate 
looms, presses, lathes, cutting machines, benches 
and cupboards. It also contains a trustees’ meeting 
room, and a serving pantry for refreshments and 
meals. 
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The roof is especially designed for the conveni- 
ence of patients. The elevators extend to that level. 
Patients in wheel chairs, beds or cots can be com- 
pletely exposed to sun, or protected by awnings. 
They have a pleasant view of the surroundings, 
particularly of the nearby park. 

The basement, the major portion of which is 
above the level of the rear court, provides adequate 
light and ventilation to linen mending room, tailor 
shop, morgue and autopsy room—the latter has its 
own access to the street. At this level there is also 
the mortuary chapel, and laundry with full equip- 
ment. The chute from the floors above empties into 
the laundry, and provision is made for sorting 
soiled linen, and storing clean linen. For the pur- 
pose of increasing space and light for the laundry, 
the front wall has been pushed out to the building 
line, and heavy glass blocks sloping at an angle 
of 30° have been extended from the main wall of 
the building to the curbing at the sidewalk level. 





Wood Working Shop 
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The entire basement has both artificial and natural 
ventilation. 


Construction 


The construction of this new wing and its logical 
connection with the existing buildings has entailed 
several changes in these buildings, such as remod- 
eling of the old Synagogue as a recreation room 
with motion picture projector booth, and the re- 
moval of a monumental staircase. The space thus 
made available was converted into a new Syna- 
gogue. The changes included the construction of 
a new fireproof and enclosed staircase from cellar 
to roof in the old building close to the new wing, 
and the enlargement of the boiler room area, and 
installation of an additional coal-fired boiler. All 
of these various changes were, of course, carried 
out without interference with the normal opera- 
tion of the institution. 


The completion of this building program with 
little delay, under conditions which restrict the 
use of many critical materials, is regarded as a 
satisfactory achievement by those connected with 
the project. 


The building is of brick and steel fireproof con- 
struction, much simpler in design but not clashing 
with that of the existing buildings. The foundation 
and steel were designed and calculated to carry 
two additional stories, thus providing for future 
vertical expansion. 


In general, cement floors are covered with as- 
phalt tile, which has been selected for color, with 
rubber coved bases. 


Operating rooms, utility rooms and pantries are 
floored with ceramic tile, green being used in the 
operating room, scrub-up room, and sterilizing 
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room, and buff in the other rooms. The glazed tile 
wainscots are also in colors, harmonizing with floor 
tile. 

Patients’ rooms and corridors and many of the 
offices have walls covered with washable fabric. 
In general the effort in color scheme and materials 
has been made to deviate from the usual hospital 
appearance without sacrificing the requirements of 
hospital sanitation. The day rooms are gay in color- 
ing, and the occupational therapy rooms have 
walls finished in knotty pine or washable fabric. 

Patients’ rooms are lighted by indirect ceiling 
light, with wall bracket over each lavatory. 

Nurses’ call system from each bed controls lights 
over doors in corridor and panel at nurses’ sta- 
tion. 

Heating is by low-pressure steam, with complete 
air conditioning for operating and x-ray rooms, 
and exhaust ventilation in basement and in all 
wards, utility rooms and pantries. Reduced high- 
pressure steam is furnished to laundry, sterilizing 
room, serving pantries, and utility rooms. There is 
a cooled drinking water circulating system. 

Total cost of the new wing is approximately 
$360,000., or about $7000. per bed. This is not ex- 
cessive in view of the fact that the cost includes 
the out-patient department, which occupies much 
of the space on the ground floor, and the physical 
therapy and occupational therapy services which 
occupy most of the area on the top floor, and serve 
the entire institution. 

Total cubical contents of the new wing is 399,000 
cubic feet—ninety cents per cubic foot. 


In addition to the architects and consultant, the 
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Arm Bath Whirlpool in Physiotherapy Department 


designers included the firm of Weiskopf and Pick- 
worth as structural engineers, and Jaros, Baum 
and Bolles as mechanical engineers. 


Herbert W. Haldenstein is president, and Charles 
H. Freeman is chairman of the Building Com- 
mittee. Mrs. Florence Sutro Anspacher was active 
on this Committee. She is the daughter of Mrs. 
Florentine Scholle Sutro, the benefactress of the 
Institution. The Board of Trustees has been ac- 
tively associated with the building program. 


Dr. M. L. Dryfus is the executive director, and 
Dr. Frederic D. Zeman is the attending physician. 
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Relationship of the Hospital to the 


Outside Practitioner 


JOELLE C. HIEBERT, MD. 


the problems created by illness. In the hos- 

pital the care of the sick and the injured is 
delegated to doctors of medicine whom the hospi- 
tal governing body considers competent. Physi- 
cians so appointed organize themselves into a 
medical staff. The purpose of staff organization is 
to delegate to each member on the staff the medi- 
cal or surgical procedures for which he is particu- 
larly well qualified. Staff meetings are held in 
order to promote the dissemination of medical 
knowledge so that new knowledge may become 
quickly available in the care of the sick. 


= are community efforts to help solve 


To the physician the hospital is a place where 
he can efficiently apply his own knowledge and 
also have available for consultation the knowledge 
of his colleagues. The “outside practitioner” has 
neither of these advantages and for this reason 
must conduct his practice in his office or in the 
patient’s home. 


Historical Background 


In the early days of scientific medicine, medical 
practice was relatively simple. The attending phy- 
sician usually possessed a good share of the medi- 
cal knowledge available in his day and could carry 
in a small bag all the instruments he would need 
for either diagnosis or treatment and still have 
considerable room left for pills and a few elixirs. 
In this period, hospitals were built for the care of 
the indigent sick and they accomplished their pur- 
pose when they provided shelter and food. 


With the increase of knowledge the physician 
no longer could easily offer to his patients all the 
advantages of the newer medical science and grad- 
ually hospitals increased the type of service they 
rendered to the patient. The physician also found 
it difficult to justify the investment of larger sums 
of money for diagnostic and treatment apparatus 
and what the individual physician could not af- 
ford, the community hospital provided. 





Presented at the American Hospital Association War Confer- 
ence, St. Louis, 1942. 
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When diagnostic and treatment apparatus was 
simple, many members of the medical profession 
were able to use it, but in a relatively short time 
specialized skill was necessary in order to derive 
all the benefit from the newer devices. Hence, we 
have roentgenologists, x-ray technicians, patholo- 
gists and laboratory technicians, cardiologists, 
physiotherapists, and others. With so many differ- 
ent individuals contributing to the diagnostic and 
treatment procedures for the patient, many ad- 
vantages come to the patient but, as is usually the 
case when so many people have to work together, 
organization and control of these procedures cre- 
ated many problems. 


From the above it is obvious that the physician 
who has hospital facilities available for his pa- 
tient has advantages which the “outside practi- 
tioner” does not have. By “outside practitioner” I 
mean a physician who is a graduate of an ap- 
proved medical school and licensed to practice 
medicine in the state where the hospital is. The 
outside practitioner is limited by what he can do 
in the patient’s home or in his office. Frequently, 
he will find himself in circumstances where he 
must do things for the patients which he could do 
better in a hospital. Three courses are open to 
him: he will make the most of the facilities at 
hand, he will make application for appointment 
on the staff of the community hospital so he can 
send his patients there, or he will build a private 
hospital. In any event, no matter what course he 
takes, he is always aware that he is limited in the 
application of the medical knowledge which he 
possesses by the hospital facilities made available 
for the patient and for him. 


The physicians of the hospital have not only be- 
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come groups of specialists but they have been 
thoroughly organized so that the members of the 
staff are acquainted with each other’s qualifica- 
tions. Where staffs are large, they are divided into 
surgeons, physicians, and the specialty groups. A 
hospital composed of a highly specialized staff has 
an awareness of its qualifications and justifiably 
wants to keep the quality of medical practice 
within the hospital at the highest possible level. 

The closed medical staff described makes not 
only for efficiency but also makes provision where- 
by a small group of physicians have opportunity 
to do much work in a limited sphere of medical 
practice. Hence the principle of the closed staff 
has in it the element which makes it possible for 
physicians to become better and better because of 
the more abundant specialized practice. 

In the open staff qualified members of the medi- 
cal profession use the hospital and do what the 
individual deems best in the interests of his pa- 
tient. He is aware that his fellow physicians are 
often no better qualified than he is and, conse- 
quently, will frequently attempt procedures with 
which he is not particularly well acquainted. 


Value of Staff Discussion 

There probably is nothing which is a greater 
factor in keeping the practice of medicine high 
than staff discussion in the periodic staff meeting. 
A physician learns much in preparing his case for 
presentation. One is sure that scientific knowledge 
will be applied where there are periodic reviews 
of the treatment of individual patients conducted 
by the several members of the staff. 


Courtesy 


In the preceding paragraphs there has been in- 
dicated what happens if a practitioner remains 
outside the community hospital. In the following 
paragraphs an attempt is made to see whether a 
place cannot be found for him in the general hos- 
pital without unduly lowering the quality of med- 
ical care, obviating at the same time all the in- 
efficient and, therefore, undesirable projects that 
spring up when physicians find it necessary to 
build their own little hospitals. Too frequently 
small additional hospitals in a community become 
monuments to those physicians who were “outside 
practitioners” and wanted to be members of well 
organized hospital staffs. I would suggest as a so- 
lution to our problem that the hospital staff of the 
community hospital remain closed and well orga- 
nized as it pertains to the care of the indigent sick, 
but that the hospital staff remain open by making 
it possible for the “outside practitioner” to join a 
courtesy staff which would entitle him to treat 
private patients with certain restrictions as might 
be determined from time to time by the executive 
committee of the staff. 
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The medical care of the sick should be under the 
supervision of the executive committee of the 
staff. The executive committee should be selected 
from the surgical, medical, and specialty groups 
of the active staff. Applications from the “outside 
practitioners” should be addressed to the superin- 
tendent of the hospital and reviewed by the ex- 
ecutive committee of the staff who should deter- 
mine to what hospital privileges the applicant 
might be entitled. This recommendation with a 
statement saying that the executive committee 
considers the applicant qualified for the appoint- 
ment for which he has been nominated should be 
forwarded to the board of directors or other gov- 
erning body. 


Rules and Regulations 


The rules and regulations regarding members 
of the staff should be the same for all physicians, 
either on the active or courtesy staffs. Members 
of the courtesy staff should be appointed annually 
upon the recommendations of the executive com- 
mittee of the staff. 


In general members of the courtesy staff should 
be required to have consultation in all cases of 
serious illness or where the course of the disease 
warrants it. Members of the courtesy staff should 
not perform alone major surgical operations and 
should perform only those operations in coopera- 
tion with an attending surgeon of the active staff. 


Opportunities for the Courtesy Staff 


Members of the courtesy staff should be invited 
to all of the regular staff meetings which should 
be educational in character. They should have 
easy access to the hospital library and should be 
invited to all teaching clinics which the hospital 
might conduct. In this connection let me say that 
teaching clinics are very important and need not 
be limited to hospitals connected with medical 
schools. The opportunity which the member of the 
courtesy staff has in discussing his patient’s con- 
dition with the resident physician, the roentgen- 
ologist, pathologist, or other specialist has an ed- 
ucational value to the physician which not only 
benefits the patient whom it concerns at the mo- 
ment, but this knowledge may be useful to many 
other patients who employ the services of the 
“outside practitioner” later on. 


It is easier to conduct a general hospital with a 
small staff, but if one does that which is the best 
for the sickness problem in a given community, I 
believe that it is much better to adjust oneself to 
the additional work which a larger medical staff 
brings than to create a situation where a number 
of small hospitals must be supported in one com- 
munity. These institutions frequently compete 
with one another and this makes it difficult even 
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for the best institution to provide everything 
which the science of medicine offers. 


Group Practice 


The science of medicine is complicated and no 
one physician can offer to the patient what the 
science of medicine makes available. The patient 
benefits most when he receives the opinion of a 
group of physicians. This pertains particularly to 


the service which the pathologist and roentgenol- 
ogist render. The patient will receive the best care 
when he has the benefit of the opinion of a group 
of physicians. This is best available in a hospital. 
To do the best he can for the patient, and without 
the hospital, it is difficult to keep abreast of the 
ever increasing knowledge and medical science. 
By working together it is possible to lift the qual- 
ity of medical care in the community. 





First Nurses Aide Group at McKennan Hospital 


SISTER M. MONICA, R.N. 


ty HO ARE the ladies in blue?” asked the 
WV pecs lining the streets of Sioux 
Falls as a recent military parade 
passed by. All eyes followed the unit of alert, at- 
tractive women garbed in light blue denim uni- 
forms with the Red Cross emblem on the sleeves of 
their white blouses. Few people realized they were 
watching the first official volunteer nurses’ aide 
corps in South Dakota. 


“Who are the ladies in blue?” Since the early 
days of the war that question has echoed down the 
corridors of American hospitals from coast to 
coast. Daily the answer is given in unselfish serv- 
ice by groups of local women in each community 
whose ministering duties, under expert super- 
vision, are lightening the burden of over-worked 
nurses, doctors and orderlies and releasing pro- 
fessionally experienced medical aid for the urgent 
demands of our armed forces abroad. 


Rapidly this new branch of service extends the 
protecting arm of the American Red Cross as 
everywhere in the nation the question turns to a 
plea from patients and hospital staff alike to 
“Please send me a lady in blue.” 


First Class at McKennan Hospital 


During the past week the first class of twenty 
Sioux Falls women finished their course of instruc- 
tion at McKennan Hospital. Completely trained by 
Mrs. Clarence A. Hagglund, a graduate nurse, who 
with the rest of the group is serving the Red Cross 
without remuneration, they are now qualified 
nurses’ aides with regular daily hours of duty on 
the floors of the hospital. 


All twenty members of the new corps were care- 
fully selected from a long list of applicants, by a 
chosen committee from the Red Cross office and 
approved by the hospital. 
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This group of nurses’ aides received high com- 
mendation for the spirit of generosity displayed in 
their work. Each volunteer has brought to the hos- 
pital an attitude of cheerfulness and a willingness 
to take orders gladly. Of them could be truly said: 
“The work that they do they have chosen freely 
and they do it most graciously.” 


Some of these women are teachers; others are 
home makers. All live a rather long way from the 
hospital and the transportation problem must be 
considered. But the nurses’ aides understand that 
they have chosen a trained and disciplined service; 
they have made up their minds to do a job which 
needs to be done. 


Nurses’ Aides Volunteer Service 


The nurses’ aides know that all service is given 
without remuneration. Their reward lies in the 
knowledge that they are helping to alleviate 
human suffering. In no other volunteer service is 
the responsibility so great or the discipline so strict 
as in this service. This is necessarily so, for the 
nurses’ aides are charged with helping to care for 
the sick and dying, the injured, and perhaps the 
victims of war and disaster. An irresponsible or 
an undisciplined act on their part might endanger 
human lives. That is why the Red Cross asks so 
much of these volunteers; why it continually re- 
minds them of the high standards which it has set. 


The good example of these women has stimu- 
lated others to enroll for this branch of Red Cross 
service. Another class is receiving training at Mc- 
Kennan now. The hospital is taxed to capacity 
with patients and it would be impossible to esti- 
mate the value of the work done so well and with 
such a Christlike spirit by the nurses’ aides who 
forgetful of their own pleasure think only of serv- 
ing their fellowman. 
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Price Trend of Hospital Commodities 


McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Puchasing of the Council on Administrative Practice 


MONTHLY INDICES FOR HOSPITALS 
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sents war goods and how much is represented 

by civilian goods is subject to argument. 
Statistics show that the Federal Reserve Index of 
Industrial Production is now approximately 187 
as compared with 166 a year earlier, 134 in No- 
vember 1940, and 124 in November 1939. Today 
production of nondurable manufactured goods is 
lower than a year earlier, whereas output of dur- 
able goods is now at an index figure of 255 com- 
pared with 208 last year and 157 in November 
1940. In the main, the production goal set up for 
1942 will, for all practical purposes, be realized. 
To accomplish the objectives, every week has 
brought more rigid and severe government con- 
trols, and in this regard the picture is by no means 
complete. 


ents what percentage of production repre- 


Today, such vital forces as production and com- 
modity prices are thoroughly controlled, and to a 
lesser degree there are control measures over la- 
bor and transportation. Still, despite elaborate 
planning, serious obstacles have automatically 
arisen which may be classified in three groups: 
First, the limited supply of basic raw materials to 
meet over-all demand. Hence, some businesses are 
booming, others lagging. Second, the rapidly di- 
minishing supply of manpower. The Army will 
reach a total of nearly 4% million by the end of 
the year and will expand to 8 or 9 million by the 
close of 1943. This represents a large percentage 
of our normal industrial manpower. Meanwhile, 
the shifting of labor from one industry to another 
in order to capitalize higher wage rates has 


December 1942 


’National American Wholesale Grocers’ Assn. 


Nov. Nov. Nov. Nov. Nov. Jan. Oct. Nov. 

1937 1938 1939 1940 1941 1942 1942 1942 

75.1 68.9 73.1 73.4 87.9 92.5 99.7 100.0 

76.2 71.5 80.4 79.7 90.5 92.4 94.1 94.4 

62.6 56.8 64.3 62.7 81.1 87.9 90.0 90.8 

81.1 73.6 62.4 68.7 91.2 101.6 128.0 128.4 

104.2 95.3 107.5 114.7 1348 132.5 150.1* 152.8* 
89.5 85.3 103.2 1164 165.4 173.5 226.7* 230.5* 
83.1 73.4 80.9 76.4 102.7 107.6 113.4 113.6% 

103.0 100.2 99.6 100.1 110.2 112.0 118.0* 118.2* 

tRevised to “unadjusted” basis 





reached serious proportions. Third, transportation 
facilities are limited in view of the tremendous 
amount of materials that must be moved from one 
point to another for war purposes alone. The prob- 
lem has been met to date by increasing the load 
and by measures of efficiency, but, obviously, there 
is a limit to how much goods can be carried with- 
out additional equipment. Briefly, the transition 
from a peace to war economy is about 70 per cent 
completed, and the important point to keep in 
mind at this time is that the jump to 100 per cent 
war economy is destined to take place in the short 
space of the next four to five months. 


The situation simply expressed is as follows: To 
service an army and navy of ten million men and 
to produce the necessary equipment—ships, planes, 
tanks, guns, munitions, etc—will automatically 
absorb the great bulk of our aggregate raw ma- 
terial production such as metals, rubber, textiles, 
lumber, and so on down the list. Remember, we 
are already confronted with a shortage of materials, 
manpower, and transportation. To reach our pro- 
duction goals is mandatory. Whether there is a suf- 
ficient supply of civilian goods other than food, 
clothing, and fuel is not of major consequence. 
Therefore, it is quite apparent that some drastic 
changes are ahead. The new Congress will not get 
into action before next January, but we predict 
that important decisions will come thick and fast. 
The best that can be done in distributing the avail- 
able supply of raw materials is through the new 
vertical Control Plan. No change of importance 
will be made in the Emergency Price Control Act. 
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Frankly, there is little that can be done as regards 
these two phases. 


The next important development involves man- 
power control which will be more or less volun- 
tary up until next spring and then we may expect 
full government control with labor in the same 
category as production and commodity prices. This 
is bound to cause severe repercussions, and we 
urge purchasing agents to plan now on a central- 
ized manpower control system. The point simply 
is that even though the 40-hour work week is length- 
ened, there can be no escape from a growing short- 
age of labor as 1943 progresses. Another impor- 
tant development involves a more rigid super- 
vision over our food supply. Considerable publicity 
has been given to the fact that so many farm 
workers are now engaged in war industries thou- 
sands of farms all over the country have closed 
up. Such a development comes at a time when this 
country needs to speed up food production be- 
cause, in addition to domestic requirements, a siz- 
able portion of Europe must be fed by American- 
grown products, not only for the duration but dur- 
ing the early post-war period of rehabilitation. 
Hence, there is no alternative other than to build 
up a huge reserve stockpile for later shipment 
abroad. There is no danger of any community or 
any individual going hungry because of a lack of 
food. However, there will be a tremendous change 
in the type and quantity of foodstuffs available for 
general distribution next year. 


Rationing is another phase which will be more 
prominent in 1943. Sugar, gasoline, fuel oil and 
tires are the only items really in the spotlight now, 
but we know that such basic products as coffee 
and meat will be on the list in the relatively near 
future. Rationing is not overemphasized at present 
simply because there is still an abundance of most 
civilian goods. The records show that inventories 
in retail stores are radically above the average of 
recent years. It stands to reason that in view of 
record-breaking employment and unprecedented 
purchasing power, the volume of Christmas busi- 
ness will be of extremely heavy proportions and 
goods now on the shelves will move into consum- 
ing channels with a greater-than-normal speed. 
However, once these goods are absorbed, prompt 
and adequate replenishment will be physically im- 
possible. The point is, there is bound to be ration- 
ing in one way or another because there will be 
just so much production to meet over-all demand. 
This would be quite serious if the present volume 
of purchasing represented a criterion. 


However, beginning January 1, the Victory Tax 
will automatically cut incomes, and by March 15, 
the first quarterly payment on the unprecedented 
tax bill must be paid. Do not underestimate what 
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this means to business in general. The increase in 
the cost of living has not brought a storm of pro- 
test to date, but this situation is on the threshold 
of a drastic change. Also bear in mind that a new 
tax bill will be added next year, and in addition 
to still higher taxes and compulsory savings, a bill 
providing for tax payment as you earn will un- 
questionably be enacted. The Government is now 
studying ways and means of aiding war-hit busi- 
nesses, but, obviously, due to the inability to ob- 
tain goods, plus the closer relationship between 
purchasing power and the amount of goods avail- 
able, there will undoubtedly be a tremendous in- 
crease in the number of commercial failures 
throughout the entire nation next year. 


We have repeatedly pointed out that warfare 
automatically distorts the economy of every na- 
tion and affects the life of every individual. Re- 
member that the magnitude of World War II 
eclipses World War I by a tremendous margin; 
the cost is far greater; the repercussions, more 
severe. Consequently, a new form of national 
economy has developed which will prevail not 
only during the life of the war but for many dec- 
ades thereafter. It is reasonable to assume that 
government controls, which have not yet reached 
a peak, will not be relinquished after the war as 
readily as was the case after the Armistice in 
1918. This point should be kept in mind in mak- 
ing plans for the future. 


Commodity Prices 


It is exceedingly interesting to note that whereas 
all commodities have climbed 57 per cent the up- 
swing in the individual groups has proven ex- 
tremely erratic. The Industrial group stands 33 
per cent above August 1939, whereas Agricultural 
commodities have advanced 71 per cent, and live- 
stock has skyrocketed 128 per cent. Meanwhile, 
such an important group as Ferrous Metals has 
advanced but 4 per cent: 


Per Cent 

1929 Pre- Nov. Increase 
Aver- War Low 6, from 

age Aug.1939 1942 Aug. 1939 


ALL COMMODITIES.. 90.8 63.7 100.0 57 


TRGURWIGL 22. 88.0 70.9 94.4 33 
Agricultural «.o....:.5:2...0. 90.8 53.2 90.8 71 
EE VEMMNOIE oon dcncccdsdcecens acces 99.5 56.2 128.4 128 
Building Materials........ 95.8 85.5 FELT 31 
Chennvais ..=.2.2:.-....:-:. 104.2 87.5 99.7 14 
OTS AS ee Gann remee 70.5 65.4 78.9 21 


Hides and Leathev........ 117.6 76.0 107.3 41 
Non-Ferrous Metals ....102.1 70.6 83.5 18 
Ferrous Metals ............ 96.1 100.1 104.1 4 
Paint Materials ............ 90.1 67.7 105.7 56 
Paper and Pulp.............. 94.8 75.4 98.8 31 
Fine Textiles -.......0....... 99.7 58.3 105.2 81 
Coarse Textiles ............ 86.9 49.1 95.7 95 
Vegetable Oils .............. 94.7 59.1 129.3 119 


As matters now stand there is absolutely no 
prospect of any radical advance in commodity 
prices either individually or collectively. How- 
ever, this does not mean that the subject of com- 
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modity prices is a cut-and-dried affair for the du- 
ration or even for the post-war period. The prac- 
tical procedure is constantly to study fundamental 
forces. Here we find that demand for all types of 
materials exceeds supply by a tremendous margin. 
The underlying trend of producing costs month 
after month is moving slowly yet steadily upward. 
There can hardly be any argument over the prem- 
ise that over-all producing costs in 1943 will av- 
erage higher than in 1942. It is a foregone conclu- 
sion that transportation costs will increase next 
year under the leadership of a revision upward in 
railroad wage rates. We realize that the economic 
and financial problems that confront this country 
have no precedent. 

We are also cognizant of the fact that the No- 
vember elections do not mean the end of New 
Dealism or the abrupt return to so-called old- 
fashioned economic principles. The trouble is that 
the problems are of such great magnitude that a 
certain amount of economic experimentation is 
more or less inevitable. However, do not forget 
for one moment that natural economic laws, while 
temporarily sidetracked, cannot be completely ob- 
literated and will eventually predominate in a vol- 
canic manner. In summary, the underlying trend 
of commodity prices is destined to move upward 
and we predict that the 1943 average will be at 
least 10 per cent over 1942. 


Drugs and Chemicals 


A survey of the drugs and fine chemicals market 
clearly reveals an exceptionally strong demand 
situation that has prevailed for a period of months. 
The stage is set for a continuation of a heavy rate 
of production which will move directly into con- 
suming channels. Prices are holding stable with 
ceiling levels and it is a foregone conclusion that 
any subsequent price revisions definitely favor the 
up side. 

Paper Products 


_ Production is now limited to the average oper- 
ating rate of the past six months which is, roughly, 
85 per cent of capacity. Concentration of produc- 
tion is by no means an idle threat as production 
curtailment and centralized output is necessary in 
order to release labor, power, transportation, and 
materials for war purposes. The freeze of produc- 
tion at the beginning of this month materialized 
at a time when output was expanding reflecting a 
decrease in stocks in consuming channels and a 
more aggressive demand. The main point to keep 
in mind is that production from now on, coupled 
with restrictions pertaining to quality and types, 
will be eclipsed by over-all demand. 


Cotton Goods 


Supplies of goods for civilians seem likely to in- 
crease in some categories and be reduced in others. 
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For instance, the supply of drills which has re- 
cently been rather short for civilians, will be in- 
creased because the Army now appears to have 
about all the material of this type that it needs. 
However, under L-99 many looms were converted 
to the production of heavier constructions neces- 
sary for bagging materials. This has automatically 
reduced the supplies of some materials for civilian 
use. It may be necessary to amend the previous 
order in such a way that the shift may be at the 
expense of some other division of the market not 
covered in L-99. An ever-growing percentage of 
cotton textile production is falling under priority 
orders. In general the supply for civilians in 1943 
will be very small and after the heavy retail sell- 
ing during the holiday season the public will be- 
gin to feel the pinch. Purchasing should be con- 
tinued on the maximum-permitted basis. 


Fuels 


Latest statistics indicate that the total demand 
for bituminous during the month of September 
exceeded 50 million tons. On the other hand, pro- 
duction totaled 4834 million tons, and as a result, 
stocks held by producers were reduced. However, 
consumer buying has continued at high levels, and 
much of present new purchasing is for stockpile 
purposes. Industrial and retail stocks of bitumi- 
nous coal showed another increase in September, 
and total stocks of anthracite and bituminous in 
industry in the United States and Canada on Oc- 
tober 1 amounted to 89% million tons—around 5 
million tons higher than a month earlier and 31% 
million tons higher than a year earlier. The con- 
tinued increase in industrial reserves is of major 
importance as there is no assurance that the re- 
cent high level of production can be maintained 
or that the normal flow of coal from producer to 
consumer will be uninterrupted. 


In regard to fuel oil, the critical period will oc- 
cur within a few weeks. Recently the movement 
of petroleum products by railroad to the East 
Coast area has slumped to the lowest daily rate 
since July. Although pipe line systems are being 
worked out as a war emergency measure, the pro- 
gram, as now set up appears to be long range, 
while the problems of the moment demand im- 
mediate solution. There is considerable question 
as to whether the current supply being made 
available to the East Coast will prove adequate to 
maintain even the rationed demand. 


Statistics pertaining to gasoline show that dur- 
ing October refinery crude runs yielded approxi- 
mately 39 per cent gasoline. The actual yield con- 
trasted with PIWC recommendation of 35 per cent 
and with the Bureau of Mines calculation that 
37% per cent should prevail in November. Na- 
tional gas rationing will be established December 
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1, and consumption will be reduced fairly sharply. 
In the East Coast the shortage of fuel oil and the 
limited transportation facilities may make neces- 
sary a further cut in the individual ration in order 
to increase the supply of fuel oils reaching that 
area. 
Groceries 

No basic change in the price list of staple gro- 
ceries is indicated during the near-term period. As 
pointed out earlier in this report, there is bound 
to be a tremendous change in the type and quan- 
tity of foodstuffs available for general distribution 
next year. Obviously, the shortage of farm labor 
is bound to become acute before there is any basic 
improvement. Equally important, as the move- 
ment of war goods will tax our transportation fa- 
cilities there will not be the usual free movement 
of fresh produce from southern to northern mar- 
kets. Fundamentally, the underlying trend of gro- 
cery prices over the course of next year will move 
slowly yet definitely upward. 


Dairy Products 
Rationing of butter is a definite prospect. A 





check-up reveals that cold-storage holdings stand 
sharply under the previous five-year average. Per 
capita consumption is holding on a high plane, and 
Government requirements for Army, Navy, and 
lend-lease purposes are destined to increase over 
the next twelve months. Equally important, the 
prospective supply of milk appears limited in 
terms of over-all demand for butter, cheese, evap- 
orated milk, dried milk, etc. 


Cold storage holdings of cheese now stand sub- 
stantially over the previous five-year average but 
supplies are by no means excessive in terms of 
prospective consumption. We predict a greater- 
than-normal average decline in cold storage hold- 
ings during the winter period. 


Increased per capita consumption of eggs, Gov- 
ernment requirements, and lend-lease shipments 
have prevented cold storage holdings from increas- 
ing along normal lines. Current holdings are well 
under the previous five-year average. There is no 
question that production next year will reach new 
records, but aggregate demand due principally to 
the needs of Allied Nations, will eclipse the supply. 





Coffee 


Coffee rationing will curtail consumption of the 
beverage in restaurants, hotels and institutions by 
about the same percentage from normal as to the 
individual consumer, the Office of Price Adminis- 
trator said today. 


Explaining the rationing rules as they apply to 
restaurants, hospitals, and other institutions, OPA 
officials pointed out that these places where coffee 
is used will be cut more than 40 per cent from their 
normal use. They previously had estimated the 
consumer cut at about 38 per cent. 


Following their registration on November 23, 
24, and 25, “institutional users” will receive from 
their local War Price and Rationing boards for use 
from November 22 to January 31, 1943, inclusive, 
allotments of the same amount of coffee that they 
served in September and October. During Septem- 
ber and October, however, their use of coffee had 
been cut from normal through the War Production 
Board’s coffee conservation Order M-135. This or- 
der limited deliveries at the roaster and wholesale 
level to approximately 65 per cent of the amount 
delivered in September and October 1941; al- 
though the percentage received by individual users 
varied. 


Further curtailment occurs because there are 71 
days in the first allotment period for restaurants, 
hotels and other such users, as compared with 61 
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days in September and October. This alone will 
reduce the average daily use by about 15 per cent. 
The rest of the curtailment from normal use is 
found in the fact that ordinarily demand for coffee 
in December and January is much heavier than 
during September and October, but the OPA made 
no increase in the ration for restaurants and ho- 
tels, hospitals or other institutions, to take care of 
this increased demand. 


When they register for their first ration period 
on Monday, Tuesday, or Wednesday, November 23, 
24, or 25—when there is a “freeze” on consumer 
sales—the institutions must declare to the local 
boards the amounts of their inventories of coffee 
as of midnight November 21. These stocks will be 
part of their ration for the first allotment period. 
Certificates will be issued to them for any differ- 
ence between their inventories and their allot- 
ments, unless they have an excess of coffee on 
hand beyond the amount of their allotment. 





Evacuation Hospitals 


Government architects have drawn plans for 
hut-like evacuation hospitals to be erected far from 
large coastal metropolitan areas for use in event 
of bombing attacks. The designs call for a series 
of one-story huts or pavilions placed fifty feet 
apart and connected by corridors. Each series 
would accommodate one thousand persons. 
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The Value of the Purchasing Agent 


PAUL L. BURROUGHS 


of the purchasing agent is predicated on 


NYTHING THAT MAY BE SAID about the value 
/ \ three points. 


First. It must be understood that we are con- 
sidering the GOOD purchasing agent. One who is 
a realist. One who is capable of good judgment. 
One gifted with personality and tact. One who is 
accurate and has a liking for detail. One who can 
use initiative combined with curiosity; curiosity 
so that he may keep in contact with new things, 
new products and their uses as related to his hos- 
pital. One who can make swift and sure decisions 
in the same manner as any other executive. Above 
all, one who is honest. 


Second. It must be understood that we are con- 
sidering the GOOD purchasing department which 
is charged with the usyal duties of purchase, re- 
ceipt, inspection, storage, issuance and control and 
so on. The purchasing department, with the right 
personnel, administered by the GOOD purchasing 
agent as previously outlined, will naturally reflect 
his character. 


Third. It must be understood that efficiency on 
the part of the purchasing agent and his depart- 
ment is entirely proportionate to the genuine 
authority vested in him by the administration. 
Without this full and genuine authority the pur- 
chasing agent and his department, even though 
they be of the very best, will fall far short of ful- 
filling their proper function. 


Assume then, that we have a good purchasing 
agent, a good purchasing department and all the 
necessary authority. Why question the value of the 
purchasing agent? Why go into something that is 
as self evident as the value of the purchasing 
agent? For that matter, why have a purchasing 
section? The answer is clear and concise. Many ad- 
ministrators are troubled with the problem of 
what size hospital should have a purchasing agent 
and a purchasing department. It is our studied 
purpose to convince a large proportion of admin- 
istrators that they should seriously consider the 
establishment of a purchasing department with a 
capable purchasing agent, this to the end that they 
May save thousands of dollars for their hospitals 
and also save their own valuable time for the pur- 
pose of administration. The purchasing committee 
knows full well that changing a policy so deep- 
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rooted as that of independent buying by adminis- 
trators and their department heads is a most 
difficult task, no matter how convincingly the facts 
may be presented. The tenacity of habit, “We’ve 
always done it that way,” and the pseudo-virtue 
of singularity, “Hospitals are different,” are moun- 
tains to be moved before anything can be accom- 
plished. It is well for those who need convincing 
to remember that the mere fact that a thing has 
always been done a certain way should immedi- 
ately suggest the possibility of doing it otherwise 
—and better. 

Fortunately, a few administrators are pointing 
the way. Morrill, Scheidt, Hueston, and others 
have generally agreed that a hospital of 100 beds 
or over, or one which has an annual expenditure 
of $100,000 or more, for supplies, actually needs a 
purchasing agent and a purchasing department to 
properly administer the usual functions. If, in any 
given case, the full time of the purchasing agent 
will not be required for the purchasing function 
alone, it is possible to combine some other func- 
tion with purchasing. The important thing to re- 
member is that in no case should purchasing 
become subservient to any other function. No 
activity is truly complementary if it in any way 
injures or obstructs the effectiveness of purchas- 
ing. Likewise, no activity is complementary that 
in any way obstructs or limits the legitimate work 
of other department heads. 

From this point on, I shall attempt to bring out 
the actual value of the purchasing agent, (1) by 
specific examples taken from actual experiences, 
(2) in public relations, (3) in service and coopera- 
tion, (4) under present day war conditions, (5) in 
centralization. 


Value of Purchasing Agent as Shown by 
Specific Examples 


These examples of purchasing acumen are just 
a part of the routine job of the good purchasing 
agent. He does not brag about them, and if he did, 
his administrator might well question whether or 
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not he had missed many like opportunities in the 
past. The examples are termed “specific” only in 
that they apply to actual purchasing agents and 
actual hospitals. For obvious reasons these names 
are omitted but each one can be proven as factual. 


1 Mr. W. saved 3 cents per pound on 12,000 
pounds of butter per month, a total saving in one 
year of $4320. for a small group of hospitals in a 
certain city simply by knowing his market and 
keeping in contact with it. He had the necessary 
connections, personal relations and courage to 
start the deal. 


2 Mr. F. saved his salary and considerably more 
during his first year by setting up standards in 
accordance with government specifications for all 
meats purchased. He found that only one meat 
supplier had done business with his hospital over 
a period of 25 years. He merely applied one of the 
well-known axioms of purchasing, namely compe- 
titive bids. 


3 Mr. D. saved his institution $330. in one year 
simply by understanding the need for paper cups 
and the advantages of one kind over another. This 
same man, by studying carefully the use of a little 
insignificant thing like matches, saved his hospital 
$482.40 the same year. 


4 Mr. B. studied the annual bill for printing 
and found that he could reduce that bill by 40 per 
cent, simply by having the mimeograph machine, 
which they already owned, transferred to his de- 
partment where he could supervise the work and 
reduce waste. The actual amount saved in this 
instance was not given, but since the hospital was 
a very large one, you may rest assured that it was 
a very substantial sum. 


5 Mr. N. saved $6250. on canned goods alone for 
one year. Mr. N. also saved $2240. on a purchase 
of gauze for the same period. This man was only 
making use of the well-known principles of scien- 
tific purchasing. 


6 By careful negotiating, Mr. H. saved $400. a 
year on a milk contract simply by getting bids. He 
was able to get a better product and much better 
deliveries. This same man saved $1.30 per ton on 
coal, again due only to proper negotiation. This 
amounted to a considerable sum when the annual 
consumption was in the neighborhood of 4000 tons 
per year. 


7 One thousand dollars per year was saved by 
the special efforts of Mr. J. who negotiated an ice 
cream contract against a “price organization” 
set-up. He did real scientific purchasing by in- 
vestigating; by getting competitive bids; and by 
getting cooperation from other members of this 
particular hospital association. Incidentally, every 
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hospital in that group saved a substantial amount 
due to the efforts of one good purchasing agent 
and they got a much better product as well. 


Any good purchasing agent could cite many 
similar examples. It is only necessary to know and 
to apply the principles of scientific purchasing. 
This is entirely within the ability of many admin- 
istrators, but, and this is important, most adminis- 
trators do not have the time to do anything like 
scientific purchasing except by neglecting their 
larger duty, namely, administering the entire 
hospital. 


Value of the Purchasing Agent in 
Public Relations 


Almost all hospitals realize that there are many 
problems in connection with public relations that 
need a solution. Much has been done in this field 
but it is felt that much more should be done. The 
creation of a public relations committee has been 
found to be a good start in this direction. This 
kind of committee is possible in any size hospital 
and should be made up of paid employees of the 
administration, all of whom should be genuinely 
interested in the hospital and its welfare. If you 
have such a committee, the purchasing agent 
should be a member. If not, he can give some good 
ideas in the formation of one. It is possible for him 
to do some excellent work in this field. If his con- 
tacts with salesmen and other representatives 
have been good, if his relations with these people 
have been entirely ethical and courteous, if he has 
shown fairness in his dealings with all persons 
calling at his office, then, one can say that the 
purchasing agent has automatically enhanced the 
standing of the hospital because many of these 
individuals will have formed their opinions of the 
hospital solely from their contacts with the pur- 
chasing agent. 


The purchasing agent will be of greater value 
in public relations if he is a member of the Na- 
tional Association of Purchasing Agents. Through 
this organization of outstanding purchasing execu- 
tives, he is constantly broadening his contacts 
with the outside world and enhancing his ability 
to represent the hospital to the public. His associa- 
tion with other members of the local chapter pro- 
vides him with unlimited opportunities for cor- 
recting false impressions which so many persons 
have regarding hospitals. By virtue of his knowl- 
edge of what goes on inside the hospital, the pur- 
chasing agent is in an unique position to create 
and foster the right kind of public relations in the 
community served by the hospital. He can be, 
veritably, an ambassador of good will. 


Value of the Purchasing Agent in Cooperation 
and Service 


In this instance we are considering a value that 
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involves no direct saving of cash yet, in many 
cases, is more important for the welfare of the hos- 
pital. Let me illustrate. A situation developed in 
a certain hospital where it was found necessary 
to change the existing pay roll system to provide 
for a number of present pay roll deductions and 
to prepare for the future deductions which will 
eventually come by government edict. The ac- 
countant, who had studied the system exhaustive- 
ly, knew generally what he wanted. He outlined 
the matter to the purchasing agent who suggested 
a few names of authorities who knew some of the 
legal aspects of the problem. After these people 
were called by the accountant, he was able to give 
a written statement to the purchasing agent show- 
ing all equipment necessary with the dates on 
which it should arrive to accomplish the purpose 
in hand. Wtih priorities, government restrictions, 
freeze orders, budgetary limitations and some 
other difficulties, the situation looked a little hope- 
less. The purchasing agent started to work. As a 
member of the National Association of Purchasing 
Agents, this man knew in advance of certain freeze 
orders covering the equipment to be purchased. 
The purchasing agent was the only person who 
possessed sufficient facts about the contemplated 
purchase to convince the administrator that an 
exception to usual procedure would have to be 
made in order to replace the obsolete pay roll sys- 
tem. He advised the administrator of the situation, 
explaining the imperativeness of placing orders 
without delay. This meant without referring the 
matter to the finance committee—the ordinary 
procedure in normal times. As a result, the orders 
were placed considerably in advance of the nec- 
essary dates; all orders were checked at intervals, 
to the end that delivery was expedited, and the 
accountant was able to make the pay roll change 
on the date planned. The purchasing agent, in this 
instance, simply cooperated with, and gave service 
to, the accountant. Both being reasonable people, 
there was no petty jealousy or bickering—just 
plain applied “horse” sense. 


It should be recognized that the good purchasing 
agent is also an efficiency engineer who can evalu- 
ate definite tasks, techniques and procedures. Hav- 
ing analyzed whatever work is to be done, he can 
recommend the most economical and efficient way 
to do it in relation to materials, supplies, and 
equipment. Fortified with this special knowledge, 
he can confer with the administrator and the 
department heads involved, thus proving his de- 
sire to cooperate and serve. Personality is im- 
portant here and he must use tact, being mindful 
always of the problems of each and every depart- 
ment head. 


Further, the purchasing agent can, and should, 
learn what the doctors want and be able to sift 
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the mere whim from the actual need. He need not 
be too much concerned with the idiosyncracies 
of the few, whether department heads or staff 
members. All he needs do is listen to their prob- 
lems with a sympathetic ear and his own common — 
sense. Then he can use his experience in scientific 
purchasing, plus his ability as an efficiency en- 
gineer, and give whatever service he is permitted 
to give within administrative or budgetary limita- 
tions. He need never exceed the limitations of his 
authority. If there is a medical and surgical stand- 
ards committee in the hospital, then any matter 
falling under their jurisdiction should immedi- 
ately be brought to their attention. 


The esprit de corps of the entire administrative 
division is enhanced by the knowledge that the 
purchasing agent stands ready and willing at all 
times to give this cooperation and service. 


Value of the Purchasing Agent Under Present 
Day War Conditions 


There is no one group of people in the United 
States who are as important in winning the battle 
of production for us in this war as the purchasing 
agents. President Roosevelt, himself, made this 
statement just a few months ago. It cannot be 
said that we purchasing agents, in the hospital 
field, are going to win the war, but we will do our 
part, and hold up our end, in maintaining the 
standards of all public health in so far as hospitals 
are concerned in that activity. We will get the 
stuff, and we will do all the necessary additional 
jobs incidental to that task. We will relieve the 
administrator of all the multitudinous work with 
priorities. We will learn about price ceilings to 
the best of our abilities. We will take charge, where 
necessary, of all the many details of rationing of 
everything from sugar to gasoline for now and 
of the future rationing of such things as tea, cocoa, 
coffee, clothing, and so on. We will try to keep up 
with the almost hourly changes in regulations, 
where they concern maintenance materials such 
as steel, copper, chemicals and all the rest. We 
can show our value in all the work connected with 
your civilian defense program by becoming a 
member of the committee. We will keep abreast 
of the new materials that are appearing on the 
market for such things as air raid precautions and 
blackouts; new materials for fire fighting purposes; 
emergency squad equipment, and the ever increas- 
ing list of items designed to promote the civilian 
defense. We will take charge of the salvage pro- 
gram in accordance with the wishes of both the 
government and the hospital, disposing of such 
materials to the best advantage. We will attempt 
to plan a program of conservation of all hospital 
supplies and equipment. All these things, and 
many more, your purchasing agent can do since 
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he is trained to do that kind of job. Do not lose 
sight of his value to you and your hospital under 
the present day war conditions. 


Value of the Purchasing Agent in Centralization 


Centralized purchasing, as distinguished from 
the so-called “Centralized control,” is the sine qua 
non of efficient, money saving, provident buying 
for a hospital. It is probably the most important 
phase of the purchasing agent’s real value. One 
must be cursed with a very large blind spot to 
avoid recognizing that purchasing is the one func- 
tion in a hospital which most closely approximates 
business or industry. For this very reason, we 
should take advantage of the lessons learned in 
the proving ground of industry and business. 


Taking a quick look at the historical background 
of industry, we find that over the course of the last 
50 years, there has been an obvious tendency to- 
ward the centralization of purchasing into a single 
purchasing department and under a single com- 
petent purchasing executive. Their past, as well 
as our own, brought out many failures of inde- 
pendent department head buying, so that today, 
it is well nigh impossible to find a single indus- 
trial plant that does not have centralized buying. 
In proof of this statement, a survey in 1939 of a 
large number of industrial plants disclosed that 
complete centralized purchasing was the rule in 
80 per cent of the small, 93 per cent of the medi- 
um-sized and 100 per cent of the large concerns. 
Currently these percentages have risen, due to 
the importance of purchasing in the war effort. 
Industry is well aware of the value of the purchas- 
ing agent in their centralized purchasing effort. 


Far too many hospitals seem reluctant to heed 
and apply the experience of business and indus- 
try. It is deplorable that those hospitals still hang 
on to the sanctimonious axiom that “we are dif- 
ferent.” Yes, we are different in that we are 
charged with the duty of administering to the sick 
and cannot turn the sick from our doors. The dif- 
ference does not mean that we should not buy 
economically and stop waste. Business and indus- 
try have adopted centralized purchasing precisely 
because it means less waste and more profit. Is our 
“different” duty of administering to the sick a 
valid reason for wasteful, unscientific purchasing 
practices, by which we lose thousands of dollars 
and inevitably increase the per diem cost for car- 
ing for our patients? Is it not time that hospital 
administrators face this issue squarely and put 
an end to rationalizing their reluctance to deal 
with the objections of individuals whose loud 
preference for the old method is based either on 
misinformation or what is even worse, personal 
prejudice? 
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This brings us to an indisputable point in the 
discussion; authority, real authority. It would be 
a serious mistake to say that centralized purchas- 
ing would do this or that, or anything, without 
vested authority. This must be genuine authority 
vested in the purchasing agent and his department 
by the administrator and the trustees, or directors, 
through the by-laws of the hospital. It must not be 
necessary for the purchasing agent to compete 
with department heads. He should be considered 
as an administrative official and, in every sense, an 
equal. It too often happens, where this authority is 
lacking, that lack of faith, petty jealousy and bick- 
ering have destroyed all cooperation because the 
department head is allowed to feel that the pur- 
chasing agent is only a meddler, without knowl- 
edge of the many scientific ramifications of a 
given piece of apparatus. 


It is interesting to recall, at this point, the reply 
made in Chicago in May 1941, by Albert Scheidt 
to those who maintain such an attitude: 


“T cannot agree with the department heads 
who say that because of the technical nature 
of their supplies, it is impossible for a pur- 
chasing agent to be able to purchase intelli- 
gently what they need. On the contrary, I am 
inclined to make the critical indictment that 
if any department head is unable to set up an 
intelligent specification for what he wants 
then he is using the aforementioned statement 
as an alibi to cover his inability to intelli- 
gently express his needs.” 


This kind of situation may easily be avoided if 
the authority vested in the purchasing agent is 
sufficient to give him equal status with all other 
department heads. 


Heads of departments in a hospital, as in other 
fields, are selected on the basis of their specialized 
training, ability, and knowledge of the work of 
the departments they are to direct. Would you ex- 
pect your pathologist to cook the meals for his 
employees? He might be a very good cook. Would 
you expect to do the accounting work in the hos- 
pital because you were an accountant before you 
become an administrator? Do you expect all de- 
partments to send out individual bills to patients 
for services rendered? No, you have people with 
specialized knowledge to take care of special func- 
tions for the entire hospital. Why not let one com- 
petent purchasing agent do all the buying on the 
basis of his specialized training and knowledge? 


The advantages of centralized purchasing ac- 
crue to all the administration. To the department 
head it means the saving of his valuable time for 
the pursuit of his many, and all too heavy, pro- 
fessional duties. To the administrator it means 
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even more: not only, is his valuable effort saved 
for the pursuit of his more important task of ad- 
ministering the hospital, but inevitably the trus- 
tees of the hospital have more confidence in an 
administration conducted along the lines of busi- 
ness and industry with which they are usually 
more familiar and in whose methods they have 
faith. To the trustees of the hospital and to the 
philanthropists who provide funds, it is assurance 
that his shrunken dollar will go just that much 
further than under the haphazard decentralized 
system where everybody’s job is nobody’s job. 


Once again let us be specific. Centralized pur- 
chasing makes possible buying in larger quanti- 
ties. It prevents overlapping or double buying in 
cases where two or more departments use the 
same article. Accurate perpetual inventory rec- 
ords permit easy access to the volume of use of a 
given article for the whole hospital and for each 
department within the hospital. Under centralized 
purchasing the purchasing agent can keep a proper 
record of invoices so that discounts may be taken; 
whereas, if the individual department heads try 
to do this job, the result is usually that the in- 
voices are delayed past the discount period. Ask 
any accountant. Incidentally, this item alone 
might well pay the entire cost of the purchasing 
department. At the least, it should pay a good 
purchasing agent’s salary. Further, under central- 
ized purchasing, there is less chance for the usual 
forms of commercial bribery to be practiced, since 
there is only one contact with salesmen and ven- 
dors as against many. The purchasing agent, who 
does all the buying for the institution, can work 
towards standardization and simplification. By 
constant contact with all department heads, the 
purchasing agent can determine the qualitative 
specifications for their materials and, through 
specialized knowledge, get the price to go with it. 
He can suggest the use of cheaper substitutes in 
many cases without lowering standards of quality 
or service. He can hold the expense of “rush” or- 
ders to the minimum since he has the controls in 
his hands. No doubt many of you can add to this 
small list, a lot of other advantages of centralized 
buying. If still skeptical, however, when you go 
home try investigating the possibilities outlined 
for your own and your hospital’s benefit. 


The difficulties incident to changing from de- 
centralized to centralized purchasing are, for the 
most part, the result of personalities. It is charac- 
teristic of the human being to desire and to seek 
what psychologists term “ego satisfaction.” This 
accounts for the usual body of opinion to the effect 
that the individual who requires materials or sup- 
plies can do just as good a job of buying as the 
purchasing agent. Everyone has had some experi- 
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ence in buying for personal or departmental needs. 
If it is a fact that one individual in each depart- 
ment is as capable of negotiating as satisfactory a 
purchase for his department as the purchasing 
agent, then there is no real need for purchasing 
agents. Their function can be performed within 
each department and a stenographic bureau set 
up for the typing and follow-up of orders. This 
latter method is, unfortunately, the way buying is 
conducted in those hospitals which rely solely on 
some buying bureau for guidance in all matters 
pertaining to purchasing. We have already shown, 
and it is, in fact, common knowledge that the ex- 
perience of business and industry completely dis- 
proves the efficiency of these methods. If depart- 
ment heads block a move on the part of the ad- 
ministrator to set up as business-like a procedure 
as the establishment of a centralized purchasing 
department, it may well indicate that it is high 
time to get rid of the dead wood in the halls. On 
the other hand, it is doubtful whether the great 
majority of department heads would seriously at- 
tempt to block such a change. Perhaps, some toes 
would have to be stepped on here and there and 
some may never reach the point of understanding 
that the patient comes first in the purchasing de- 
partment just as well as in every other depart- 
ment. 


Conclusion 


The Committee on Purchasing of the American 
Hospital Association is anxious to do everything . 
possible to improve the quality of purchasing in 
all hospitals so that the vital 35 to 40 cents of the 
hospital dollar may be spent to best advantage 
where it will do the most good to our patients. With 
this in mind, we have tried to bring out the value 
of the good purchasing agent with the good pur- 
chasing department, backed by the proper author- 
ity. The value of the purchasing agent will show 
itself through his use of scientific purchasing 
which aims to the greatest ultimate economy in 
the purchase and utilization of materials. Any hos- 
pital which proceeds in accordance with the ideas 
just outlined will be able, in a short time, to show 
substantial savings. They will be benefited by 
better public relations. Within their own walls 
they can rightfully expect better cooperation and 
service. The many difficulties incident to today’s 
war buying will be minimized. Haphazard selec- 
tion and inadequate methods of buying are elim- 
inated through the use of scientific purchasing and 
centralized buying. The universal application of 
this principle will lead to greater efficiency, great- 
er economy, and, hence, greater benefit to our pa- 
tients. To neglect the use of these ideas means to 
be outdone by those progressive hospitals which 
grasp the advantages and reap the profits. 
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Aospitals on oe es o™ @ 


War with all its stern realities, with its suffering 
and its sacrifices, has come to hospitals as it has 
to every citizen and to every community. In the 
prosecution of the war special privileges to any 
activities other than those that are essential to 
winning the war are in the Government discard 
for the duration. 


All other considerations are subject to the first 
obligation of the Government to our armed forces 
and those of our allies. They must be properly 
fed, furnished with guns and tanks and planes, 
and all the armaments of soldiers in active war- 
fare. Ships for transport must be built in increas- 
ing numbers and supplies of every needed kind 
must be grown or manufactured and forwarded to 
the world-wide fronts on which our soldiers, 
sailors, and marines are now fighting. 


Hospitals have been complacent before Pearl 
Harbor. They face the sternest realities now and 
will face them until the war has ended and victory 
brings the peace for which we all are longing. 


The highest Federal officials have told the hos- 
pital field that nothing can be done to stabilize 
their manpower or to increase it unless all of our 
people are conscripted through process of law. 
They have told us that supplies of food, drugs, 
fuel and medicines will be greatly reduced. That 
hew equipment and replacement of old will be 
impossible. That no materials considered essen- 
tial for the war program will be made available 
for hospitals. 





We have been told to reduce purchases and 
consumption of staple supplies. To employ suitable 
or workable substitutes for everything we use, 
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where such substitutes can be found. We are in- 
structed to survey our manpower and to put it 
to the most essential uses in our institutions. We 
are told what the Government can do for hospitals 
and it falls far short of what hospitals now think 
can be done without and still provide satisfactory 
care for the sick. The Government has told us the 
“Hospitals are on their own.” 


Every approach and every opportunity has been 
employed to place at the knowledge of the proper 
Government officials the needs of our hospitals, 
for manpower, for foods, for medical and surgical 
supplies, for fuel and for the equipment essential 
for the diagnosis, treatment, and care of the sick. 
These officials are sympathetic, are sincere in their 
desire to help, are honest in their sympathetic ap- 
proach to the problems of our hospitals, but with 
increasing emphasis tell us that little or nothing 
can be done. Present conditions as bad as they 
appear to be will become progressively worse, and 
hospitals must employ courage, resourcefulness, 
and all their knowledge and skill in doing the best 
they can with what they have. “Hospitals are on 
their own.” 


And perhaps it is better that the Government 
tells us frankly what it can or cannot do than to 
indulge in promises which are as futile as they 
are impossible to fulfill. The Government has told 
us what it can do, and it is very little. The cold 
facts are that hospitals will have to do as all of 
us are doing, or will soon have to do, and that is 
to face the facts unflinchingly and adjust them- 
selves to whatever program the Government im- 
plements to win the war. They are “on their own.” 


In providing the protection of good health for 
the civilian population, hospitals are not defeatists, 
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either in their resolve to give their patients as 
good care as is possible under the limitations the 
war imposes or in their earnest endeavor to help 
in winning the war. Hospitals do not whine, they 
are slow to complain, they do not sulk. 


There is a way out, difficult as it may seem to 
most of us. Hospitals will do as everyone must do, 
tighten their belts, keep their chins up, and live 
economically, serve faithfully, and help willingly. 
The sick will not suffer, moral and material help 
will come to them, and hospitals will find some 
way and many means to do their full duty in the 
period of war as they have always done in times 
of peace. “Hospitals are on their own.” 





Washington K, presentation for the 


Ep Meee Hospital Si oauialion 


The House of Delegates by appropriate resolu- 
tion at the St. Louis Convention asked the Board 
of Trustees to arrange for the services of a full- 
time representative in Washington. 


The Board of Trustees in consonance with the 
purposes of the resolution referred to has formu- 
lated plans for the establishment of a Special 
Wartime Service Bureau in Washington, to be in 
charge of a man who can be found best qualified 
for the position. The funds to maintain this Bureau 
will be provided by the voluntary participation 
of the member hospitals contributing an amount 
annually, pro-rated in accordance with the number 
of patient-days’ service rendered. 


This move will prove of incalculable benefit to 
the Association membership. 


With a well-qualified Director, acting under the 
direction of and with the advice of the Council 
on Government Relations, it will maintain a ser- 
vice of information, keep track of governmental 
regulations, advise the membership of priority, 
allocation, and rationing changes, establish and 
maintain amicable relations with the govern- 
mental bureaus, and assist individual hospitals in 
presenting and advancing their projects before the 
Federal authorities. 


The Association feels that the many and rapid 
changes in Government policy as it affects hos- 
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pitals necessitates the presence in Washington of 
a competent, able, and conscientious person who, 
as head of the Special Wartime Service Bureau, 
will be able to accomplish for our member hos- 
pitals many benefits that cannot be secured for 
them by any other method. 


The cost of maintaining this Director and the 
Bureau in Washington is insignificant if evenly 
distributed among the member hospitals. The ben- 
efits which each hospital will secure will be worth 
many times the relatively small annual contribu- 
tion which each hospital will make. 


The plan for this Washington Representative of 
the Association is not for this year alone. It is a 
continuing program the importance of which will 
become greater and more emphasized to the Asso- 
ciation membership as the war progresses and 
more particularly in the post-war period. 


The Association membership will support this 
program. 





> 
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i Competition for . 


An evil that is growing rapidly and may soon be 
out of bounds is the competition of hospitals for 
the services of interns. No remedial action has 
been taken nor suggested. The demand for the 
services of interns has for many years greatly ex- 
ceeded the available supply. Hospitals of small 
bed capacities, 100 beds and less, offering excep- 
tional supplies of clinical material and staffed by 
many medical men who are good teachers, and—of 
more importance to the intern—who possess a de- 
sire to teach, demonstrate and train, are not ap- 
proved for intern service. The intern would benefit 
more from his service in institutions like these. 
He would come into more intimate professional 
contact with the patient, under the supervision of 
a member of the staff, than he ever would in a 
hospital of 3000 beds having 300 interns and a large 
number of chronic, convalescent or ambulatory 
patients. 


Yet so many of these institutions with such su- 
perior intern service available find it difficult, if 
indeed at all possible, to secure interns, except by 
offering a remuneration considerably out of line 
with the value of the service to the hospital. The 
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increasing dependence of the hospital staff on the 
interns, for many services they formerly per- 
formed themselves, compel these hospitals to com- 
pete with other hospitals often in the same city or 
area. The vicious circle thus created has widened 
constantly. 


A contributory factor in creating and continuing 
this practice is distribution of the intern supply, 
without any order or control. Each approved hos- 
pital secures as many interns as are in too many 
instances their maximum needs. Smaller hospitals 
are deprived of any intern service whatever, un- 
less engaged on a salary basis and in competition 
with hospitals that can pay as much or more. The 
medical colleges, the approval bodies, and the hos- 
pitals themselves could by joint action do much to 
remedy this situation. 


The theory of intern service is that it is a con- 
tinuing education program. The intern in the hos- 
pital, if the service is worth while, is taught to 
apply at the patient’s bedside the practice and 
theory which he was taught didactically in his 
college courses. To him this year is, as it should be, 
the most valuable year in his student experience. 
From the teaching he receives, the experience he 
gains, he receives a greater lasting benefit than 
any financial return that may come with his in- 
tern appointment. 


The present situation, almost hopeless as it is, 
has influenced the applicant for intern appoint- 
ment to place more emphasis on the pay he re- 
ceives than the training and education he expects 
to receive. It was different a few years back when 
hospitals did not have to compete with other hos- 
pitals on the basis of salary paid. Much of the con- 
fusion could be eliminated and order could be 
established out of the existing chaos if there could 
be a tri-party agreement that the allowance to 
the intern during his service be stabilized at a rea- 
sonable monthly amount. That this allowance be 
not considered as a salary, a wage, or an hon- 
orarium. 


The competition for interns, purely upon the 
basis of salary, is ruinous to the hospitals, destroys 
the morale of the intern, and cheapens the educa- 
tional effort of the member of the staff who is con- 
scientious in his desire to make the intern’s year 


of the greatest possible value to his professional 
future. 
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P. roviding Verses for the - 
by Se au Citta Veeds 


The problem of training nurses in sufficient num- 
bers to meet the requirements of the armed forces 
as well as civilian needs is one that must have the 
undivided attention of the Federal authorities, the 
nursing educational group, and the hospitals. 
There can be no justification in further delaying 
definite action. Divergent interests and differing 
opinions as to the methods to be employed must 
be speedily composed and a sound program for 
nurses’ training for the duration of the war or 
longer should be immediately implemented. 


There is small reason for indulging in the hope 
that either the present supply of graduate nurses 
or that today’s rate of training student nurses will 
produce the number of trained nurses needed. A 
greatly enlarged program for student training will 
have to be instituted. This can and should be done, 
and with the financial support of the Government. 
This support is more than justified—and there is 
abundant precedent for it—for the compelling 
reason that the nurses trained are to be used in 
their largest number for service with our armed 
forces. 


Mechanical difficulties are not as great as they 
seem to be. It is reported that four hundred junior 
colleges have closed their doors or will close them 
because of lowered student enrollment. Every 
senior college and every university in the country 
has a reduced registration. All of these educational 
institutions have facilities for accommodating from 
fifty to more students in training for the nursing 
profession. No better places could be established 
and no better use could be made of these facilities. 
These institutions, distributed as they are, would 
afford educational and living facilities in close 
proximity to many of the students’ homes. The 
utilization of these educational institutions would 
reopen those already closed and enable those about 
to close to continue operation. The student would 
be the beneficiary of both the academic and the 
nurses’ training courses. 


All of these colleges and universities are lo- 
cated near hospitals, many of them have hospital 
units as a part of their educational systems and 
physical plants. In the few instances where the 
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hospitals are small or entirely absent, satisfactory 
arrangements for the clinical training could be 
arranged with hospitals in the same or nearby 
areas. 


The problem of securing and maintaining the 
needed enrollment of students would be materially 
reduced and the approved educational program for 
nurses’ training would not be sacrificed. 


A year has been spent in discussion, in sugges- 
tion, in the consideration of many plans, only a 
few of which gave much promise. The time has 
arrived to take action. There should be no diffi- 
culty in arriving at a ready agreement on essential 
points, and early action should be taken if the 
armed forces and the public are to be provided 
with adequate nursing service. 


Utilize our closed colleges and the colleges oper- 
ating with reduced enrollments, our universities 
and institutions of higher education, to meet the 
need for fifty thousand additional nurses and to 
maintain this supply under war conditions. 


oe 
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Much of the equipment used by hospitals needs 
regular inspection and servicing by men who are 
familiar with it and who have the necessary 
knowledge of mechanics to keep it in satisfactory 
operating condition. 





The Government has provided in a limited way 
for essential repair and maintenance parts, but 
has used every means to advise hospitals to give 
due care to their equipment, for replacement is 
not probable. 


A great portion of this service to hospitals has 
been performed by sales representatives of the 
hospital supply concerns. Their work in many in- 
stances has been definitely essential to the hos- 
pitals, more particularly the small institutions re- 
mote from metropolitan areas. The hospitals have 
placed their dependence upon these service men 





who have responded promptly and _ worked 
efficiently. 


The services of these men have become indis- 
pensable to the small hospitals in the agricultural 
states and in those areas where there are few com- 
petent mechanics. They have avoided many break- 
downs of the highly technical equipment which in 
the event of breakdown impairs the operation of 
the hospital and often interrupts it. 


These men use their automobiles in servicing 
the hospital equipment. They must use more than 
the usual allowance of gasoline in their work. The 
importance of these men to the hospitals is evi- 
denced by more than three hundred communica- 
tions requesting the Association to use its influence 
to secure a more liberal gasoline allowance for 
these men, all of them coming from hospital su- 
perintendents. 


The Association has filed a brief with the Fed- 
eral Gasoline Rationing authorities and has pre- 
sented the case of the service men in person. An 
“S” card has been authorized to take care of men 
performing this and similar services. 


Within reasonable limits hospital equipment 
service men should be provided with sufficient 
amount of gasoline to make it possible for them to 
carry on their essential occupation. 
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New York City has honored its distinguished 
son Dr. Sigismund Shultz Goldwater, by designat- 
ing the city’s Welfare Hospital for Chronic Dis- 
eases, as the Goldwater Memorial Hospital. 


And so this fine institution becomes a living per- 
manent monument to the physician, hospital ad- 
ministrator and consultant who designed it. No 
finer tribute could be paid any man. The care of 
the poor and the provision for the aged and chronic 
sick were the greatest interests in Goldwater’s long 
and useful life. 
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The American Hospital Association 
Wartime Service Bureau 


HE HousE oF DELEGATES of the American Hospital Association at its meeting 
in St. Louis, Missouri, adopted the following resolution submitted by the 
Committee on Resolutions: 


RESOLVED: That the House of Delegates respectfully request the Board of 
Trustees of the American Hospital Association to appoint a full-time rep- 
resentative in Washington, D. C., whose duties shall be to represent the 
American Hospital Association in all matters pertaining to hospitals, and 
it is further 

RECOMMENDED: Because of the emergency existing, the salary and other 
administrative details connected with this office shall be determined by the 
Board of Trustees, if possible, before the adjournment of this convention. 


This resolution was conveyed to the Board of Trustees and at the meeting of 


the Board of Trustees it was 








Votep: That the President be authorized to appoint a committee consisting 
of five members of the House of Delegates, three of whom are members of 
the Board of Trustees, to study ways and means for implementing the res- 
olution adopted by the House of Delegates at its meeting on October 12, 
1942, and report their recommendations to the Board of Trustees. 


The President appointed on this committee Dr. A. J. Hockett, Dr. Donald M. 
Morrill, Miss Jessie J. Turnbull, Mr. Frank J. Walter, and Mr. S. K. Hummel, 
Chairman. This committee submitted the following resolution at the meeting of 
the House on Wednesday, October 14, 1942, and moved its adoption: 


Wuereas, The House of Delegates on October 12, 1942, in regular session 
assembled by resolution requested the Board of Trustees of the American 
Hospital Association to appoint a full-time representative in Washington, 
D. C., to represent hospitals, and 


WuereEas, The execution of this request will entail an expenditure in ex- 
cess of the present income of the American Hospital Association, therefore 
be it 

RESOLVED: That the House of Delegates of the American Hospital Associa- 
tion direct the Board of Trustees to ask for a voluntary assessment upon 
the members of the American Hospital Association to meet the cost of 
executing the original request of the House of Delegates. And be it further 


RESOLVED: That the sums assessed be placed in a special fund and used 
for the exclusive purposes outlined in the resolution. 


The House of Delegates voted this resolution and the President appointed a 
committee consisting of incoming President James A. Hamilton, Treasurer Har- 
ley A. Haynes, M.D., and Executive Secretary Bert W. Caldwell, M.D., on be- 
half of the Association to present a letter to each hospital in the United States 
requesting a contribution for the purposes outlined in the resolution adopted 
by the House of Delegates. 


It was the sense of the House of Delegates that a resident representative in 


Washington should be: 
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(a) A man of hospital administrative experience 















(b) One who could clarify the everyday problems of a hospital in respect 
to its relations with the Federal Government 


(c) One who could observe and sense the trend of Official Washington in 
relation to hospitals. 


It was felt that such a representative would render invaluable service not 
only to members of the American Hospital Association but to the entire hospi- 
tal field. Each hospital would participate in the benefits derived from a Wash- 
ington representative. The plan approved by the House of Delegates arranged 
for the financing of the expenses connected with maintaining a resident hospi- 
tal representative in Washington by voluntary contributions from each hospital. 
There are more than three thousand hospitals in the United States that are 
members of the American Hospital Association. The funds contributed by the 
hospitals would be segregated from the ordinary revenues of the Association, 
and the Board of Trustees of the American Hospital Association would be the 
trustees of this segregated fund. 


Your hospital is asked to make its contribution for this purpose. It is esti- 
mated that a maximum of $30,000 would be necessary to maintain the repre- 
sentative in Washington, covering his salary, office expenses, the employment of 
secretarial help, and such other disbursements as may be desirable and neces- 
sary in the prosecution of the work for which he is employed. 


It is desired to secure the services of this representative and have him in- 
augurate his work on or before January 1. The person selected to represent the 
hospitals in Washington will, in accordance with the will of the House of Dele- 
gates, be the Secretary of the Council on Government Relations and responsible 
to that Council for the performance of his duties. 


In compliance with the action of the House of Delegates and the Board of 
Trustees of the American Hospital Association, the following communication is 
being sent to each of the member hospitals of the Association, together with the 
plan and scope of the American Hospital Association’s Wartime Service Bureau 
and the participation application for each hospital. 


A prompt response upon the part of each member hospital will insure the es- 
tablishment of the Washington Wartime Service Bureau of the American Hos- 
pital Association at the earliest possible date, on or before January 1, 1943. 


President’s Letter to Member Hospitals 
November 25, 1942 


America at war has created many sp2cial problems for hospitals. At the last 
meeting of the American Hospital Assoc‘ation in St. Louis, priorities, wage freez- 
ing, the military need for nurses and piysicians, and other problems were dis- 
cussed. It was determined by the House of Delegates that if the interests of 
member hospitals were to be met, the Association should set up a Washington 
office. In so far as this would entail an expenditure in excess of the present in- 
come of the Association, the House of Delegates at that time requested the Trus- 
tees to ask all member hospitals to contribute to the fund for this purpose. 


This is to notify you that the Board of Trustees and the Committee on Coor- 
dination of Activities of the Association have formulated a program and are 
ready to inaugurate this service for Association members. The services to be 
offered will include prompt notification to all hospitals of legislation affecting 
them, digests of laws and rulings affecting hospitals, contacts with bureaus af- 
fecting priorities or making funds available for hospitals’ nursing education 
programs, and such other services as the members of the Association desire. 
It is not the purpose of the Trustees in setting up this office to engage in any 
activity to influence legislation. 


The demand for this type of service has developed to such an extent that it 
is our belief that a useful and constructive job can be done at a relatively low 
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cost to each hospital. If each hospital were to undertake this duty by itself, the 
cost would of course be prohibitive. 


We are enclosing a statement indicating the amount needed from your hos- 
pital. This amount has been arrived at by reference to the number of patient 
days provided by your hospital during the past year. The sums secured will be 
placed in a special fund to be administered by the Board of Trustees for the 
exclusive purposes outlined. 


Since the times call for prompt action on this matter, may we ask for a re- 
sponse from you at your earliest convenience? It is our hope that plans for 
establishment of this office may get under way by December 12. 


Very truly yours, 
James A. Hamilton, 
President. 


AMERICAN HOSPITAL ASSOCIATION 
SPECIAL WARTIME SERVICE BUREAU 


Edicts, Directives, Laws, Rationing, all bear the invisible label “Made In 
Washington.” Yesterday, legislation was a normal process moving in deliberate 
fashion. Today, under the demands of war the tempo has heightened to such a 
pitch that it is vitally important that you have someone sitting in this center 
of action and reporting to you as soon as any action is contemplated or com- 
pleted that has a bearing upon your operation. 





Stop a moment to survey your daily operating problems. Note how the im- 
pact of war has made Washington representation necessary to your effective and 
efficient organization. This office will not engage in lobbying or political ma- 
neuvering. It will serve as an informational center to clarify the maze of laws 
and directives which regulate your operation. 


_.......Will Federal assistance be necessary to meet the nursing shortage? 
__...Are you uncertain about your ability to obtain equipment? 
ewe How does “Wage Freezing” affect your hospital? 
pe lraee Should you apply for special consideration under the various rationing 
programs? 


These and many other emergency questions may be solved for you by coop- 
eration with other hospitals. 





PARTICIPATION APPLICATION 


To the American Hospital Association 
18 East Division Street 
Chicago, Illinois 


Gentlemen: 

In your budget for the operation of a Washington Office 
to supply us with informational service, please accept our 
participation in the amount noted below, on a pro-rata 
basis applied to all member hospitals in America. 

ANNUAL 
PARTICIPATION 
Suggested Rate: Institution 
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Executive Order 9250—Wage 
Stabilization Order 


General Orders of the National War Labor Board and Interpretations 


the Health and Medical Committee has 

secured the interpretation of the General 
Orders of the National War Labor Board as they 
effect hospitals. The correspondence of Doctor 
Crabtree with Mr. Will Davis, chairman of the 
War Labor Board is published herewith for the 
information of hospitals. 


Office of Defense Health and Welfare Services 
Washington, D. C. 
October 23, 1942 


[> JAMES A. CRABTREE, executive secretary of 


Mr. Will Davis 
Chairman, National War Labor Board 
Washington, D. C. 


Dear Mr. Davis: 


Executive Order 9250, generally referred to as 
the President’s Wage Stabilization Order, has 
given rise to several inquiries made to this office 
by civilian hospitals and public health agencies, 
in respect to the manner in which the Order might 
be applicable to salaries and wages paid physi- 
cians, nurses, technicians and other professional 
and non-professional personnel. 


It has occurred to us that we might render a 
really constructive service if we could issue to the 
medical and allied professions of the country, 
through appropriate professional journals, an 
authoritative statement as to the interpretation of 
the Executive Order in its relationship to wages 
and salaries in hospitals and health agencies. 


Although Clause I, title 2 of the Order would 
seem to me to be quite clear, naturally I could 
not presume to make an authoritative interpreta- 
tion of it. 


If you would agree that a useful purpose could 
be served and would furnish me with a short 
statement as to the applicability of the Order to 
hospitals and health agencies, I would be delight- 
ed to bring such a statement to the attention of all 
the principal professional organizations through 
appropriate hospital and other technical publica- 
tions. I would hope that your statement, if issued, 
could include suggestions as to the specific steps 





74 


which an institution or agency should take when 
requesting adjustments of salaries and wages. 
Sincerely yours, 


James A. Crabtree, M-D. 
Executive Secretary 
Health and Medical Committee 


National War Labor Board 
Department of Labor Building 
Washington, D. C. 
Office of the General Counsel 


November 6, 1942 


Dr. James A. Crabtree 
Office of Defense Health and Welfare Services 
Washington, D. C. 


Dear Doctor Crabtree: 


Chairman Davis has asked me to reply to your 
letter of October 23, 1942. 


Neither Executive Order 9250 of October 3 nor 
the Regulations of the Director of Economic Sta- 
bilization, approved by the President on October 
27, exempt salaries or wages paid to professional 
and non-professional personnel of hospitals, pub- 
lic health agencies, or other types of nonprofit 
making institutions. Under the circumstances, 
therefore, proposed adjustments in the compensa- 
tion of such personnel must be submitted for ap- 
proval of the National War Labor Board or the 
Commissioner of Internal Revenue, as the case 
may be. 


Of course, if the salary or wage of an employee 
of any such institution is fixed by statute, adjust- 
ments therein are exempt pursuant to Section 
4001.13 of the Regulations of the Director of Eco- 
nomic Stabilization. 


To make clear to you the jurisdiction of the 
National War Labor Board as distinguished from 
that of the Commissioner of Internal Revenue 
over salaries, there is enclosed a copy of General 
Order No. 3, issued by the Board on October 30, 
1942. 

Yours sincerely, 
Jesse Freidin 
Assistant General Counsel 
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GENERAL ORDER NO. 3 
(Adopted October 7, 1942) 


The National War Labor Board hereby approves 
all increases in wage rates which were put into 
effect on or before October 3, 1942, provided, how- 
ever, that the Board reserves the power under the 
provisions of Title III, Section 3 of the Executive 
Order to disapprove any such wage rate which it 
may find to be inconsistent with the policy enunci- 
ated in the said Executive Order or hereafter for- 
mulated by the Economic Stabilization Director 
and in case of such disapproval to order the dis- 
continuance of further payment of such wages. 


Interpretation No. 1 to General Order No. 3 
(Adopted October 20, 1942) 


In General Order No. 3 the words “increases in 
wage rates which were put into effect on or before 
October 3” include increases in wage rates which 
by written agreement entered into on or before 
October 3, 1942, or by formal action communicated 
to the employees on or before October 3, 1942, 
were made applicable to work done prior to Octo- 
ber 3, 1942, notwithstanding such increases were 
first reflected in a payroll subsequent to October 
3, 1942. 


Interpretation No. 2 to General Order No. 3 
(Adopted October 20, 1942) 


Any change in wage rates, regardless of its 
effective date, which results from the award or 
decision of an arbitrator or referee made after 
October 3, 1942 is subject to the provisions of 
Executive Order No. 9250, dated October 3, 1942, 
notwithstanding the agreement or order for arbi- 
tration or reference was made on or before Octo- 
ber 3, 1942. 


Interpretation No. 3 to General Order No. 3 
(Adopted October 20, 1942) 


Unless otherwise expressly exempted, any 
change in wage rates provided for in any existing 
agreement to take effect at some future date or on 
the happening of some future event, is subject to 
the provisions of Executive Order No. 9250, dated 
October 3, 1942, regardless of when the agreement 
was made. 

* * 1 


GENERAL ORDER NO. 9. 
WAGE STABILIZATION 
The National War Labor Board has recently 


issued General Order No. 9 regarding its jurisdic- 
tion over salary increases. 


This General Order defines the jurisdiction of 
the Board over salaried employees who earn up to 
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$5000 per year. Hospitals are included. Under the 
regulations issued by the Economic Stabilization 
Director on October 27, the Board was given juris- 
diction over the adjustment of salaries up to 
$5000 per year; except for those employees “em- 
ployed in a bona fide executive, administrative or 
professional capacity” who are not represented by 
recognized unions. 


(Nurses who are not organized come under the 
jurisdiction of another unit, regulations for which 
have not yet been issued.) 


This General Order also clarifies the effective 
date of the Board’s jurisdiction over salary in- 
creases. All increases put into effect on or before 
October 27 do not come within the jurisdiction of 
the Board, even though these increases were first 
reflected in a payroll subsequent to October 27. 
To come within the scope of this exemption the 
increases must have been applicable to work done 
prior to October 27 and contained in either a writ- 
ten agreement or communicated to the employees 
by formal action on or before October 27. 


This order also provides that adjustments may 
be made in salary rates over which the Board has 
jurisdiction without the approval of the Board, if 
they are made in accordance with the terms of a 
salary agreement or salary rate schedule and as a 
result of 


(a) individual promotions or reclassifications, 


(b) individual merit increases within estab- 
lished salary rate ranges, 


(c) operation of an established plan of salary 
increases based on length of service, 


(d) increased productivity under incentive 
plans, 


(e) operation of a trainee system, or 


(f) such other reasons or circumstances as 
may be prescribed in orders, rulings, or 
regulations promulgated under the au- 
thority of these regulations. 


By General Order No. 10 bonuses customarily 
paid may be continued. This applies to percentage 
bonuses on salaries previously increased, so long 
as the percentage remains unchanged. 


Any proposed increase not covered by these ex- 
emptions, requires the approval of the Board be- 
fore it can be put into effect. In doubtful cases a 
request for a ruling may be made as to whether 
a formal application will be required. 


Communications should be addressed to U. S. 
Department of Labor, Wage and Hour Division, 
Room 980, 341 9th Ave., New York City. 


Courtesy of Roderic Wellman 
Counsel for the 
Greater New York Hospital Council 
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does not apply to voluntary hospitals, under 

the Decision of the Department. At the time 
copies of Form 990 were sent to all hospitals with 
the direction of the Bureau of Internal Revenue, 
that they be accomplished, the Joint Advisory 
Committee, through Hon. William F. Montavon, 
requested a deferment as to the time in which the 
Forms were to be returned. This deferment was 
granted, and Mr. Montavon requested a decision 
from the Department, as to whether educational, 
philanthropic and charitable agencies, including 
hospitals, would be required to make the return 
of Form 990. The interpretation of the Depart- 
ment’s Decision No. 5177 by Mr. Montavon and the 
decision itself follows: 


7: FILING of Form 990, Treasury Department, 


Department of Treasury Ruling on Form 990 
Memorandum—tTreasury Decision 5177 


Conference with the Treasury Department re- 
sulted in the issuance on October 29 of Treasury 
Decision 5177. The new Decision amends the ob- 
jectionable features of Treasury Decision 5125. 

Under the regulations thus amended every tax 
exempt organization is obliged to have in its files 
an official ruling by the Commissioner of Internal 
Revenue declaring that after a due finding of fact 
the organization has been held to be exempt from 
the payment of tax on income. 

To obtain such a ruling, the organization claim- 
ing tax exemption must file information on Form 
1023. It is not obliged to file an information return 
on Form 990. 

1 If it is organized and operated exclusively for 

religious purposes. 

2 If it is organized and operated exclusively for 
educational purposes, or educational and re- 
ligious purposes, and if no part of its earnings 
or assets are distributable to any private share- 
holder in liquidation or otherwise, and if, in 
the case of an organization privately owned or 
operated, the Commissioner is advised of any 
increase in the compensation of its owners, 
managers, trustees, or directors, over the 
amount of such compensation for the last year 
for which its exemption under Sec. 101 (6) 
was approved by the Commissioner. 


Action of Joint Advisory Committee 
on Form 990 





3 Form 990 will not be required of charitable 
organizations operated or controlled by re- 
ligious or educational organizations of the 
type exempt under the preceding sentence 
from filing such returns. 

4 Form 990 will not be required of separately 
conducted charitable organizations meeting 
the above conditions as to distributions and 
compensation. 

5 Form 990 will not be required of charitable or- 
ganizations operated under the control of a 
State or any political subdivision thereof. 

When an organization prior to the issuance of or 

under the authority of this Decision has estab- 
lished its right to exemption, it need not there- 
after make a return of incorne or any further 
showing with respect to its status under the law, 
unless it changes the character of its organiza- 
tion or operations or the purpose for which it was 
originally created. 
Respectfully submitted, 
WILLIAM F. MONTAVON 


TREASURY DECISION 5177 
TITLE 26—INTERNAL REVENUE 


CHAPTER I 
SUBCHAPTER A—PART 19 
INCOME TAX 
Amending Regulations 103, 101, 94, 86, and 77, as 
amended by Treasury Decision 5125, approved 
March 5, 1942, relating to proof of exemption of 
organizations. 


TREASURY DEPARTMENT 
Office of Commissioner of Internal Revenue, 
Washington, D. C. 


TO COLLECTORS OF INTERNAL REVENUE 
AND OTHERS CONCERNED: 
Paragraph 1. Section 19.101-1 of Regulations 103 
[Part 19, Title 26, Code of Federal Regulations, 
1940 Sup.] as amended by T. D. 5125, approved 
March 5, 1942, is further amended as follows: 


The last sentence in the first paragraph is 
amended to read: 
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“An organization claiming exemption under 
section 101 (5), (6), exempt organizations or- 
ganized and operated exclusively for religious 
purposes, (7), (8), (9), or (14) shall also file 
with the other information specified herein a 
return of information on Form 990 relative to 
the business of the organization for the last 
complete year of operation; provided, how- 
ever, that such return shall not be required of 
an organization which is organized and oper- 
ated exclusively for educational purposes, or 
educational and religious purposes, if no part 
of its net earnings or assets are distributable 
to any private shareholder in liquidation or 
otherwise and if, in the case of an organization 
privately owned or operated, the Commis- 
sioner is advised of any increase in the com- 
pensation of its owners, managers, trustees, or 
directors over the amount of such compensa- 
tion for the last year for which its exemption 
under section 101 (6) was approved by the 
Commissioner. Form 990 will not be required 
of charitable organizations operated or con- 
trolled by religious or educational organiza- 
tions of the type exempt under the preceding 
sentence from the requirement of filing such 
returns, nor of separately conducted charitable 
organizations meeting the above conditions as 
to distributions and compensation, nor of char- 
itable organizations operated under the con- 
trol of a State or any political subdivision 
thereof.” 


The first sentence in the fifth paragraph is 
amended to read: 


“When an organization has established its 
right to exemption, it need not thereafter 
make a return of income or any further show- 
ing with respect to its status under the law, 
unless it changes the character of its organiza- 
tion or operations or the purpose for which it 
was originally created, except that every or- 
ganization exempt or claiming exemption un- 
der section 101 (5), (6), except organizations 
organized and operated exclusively for re- 
ligious purposes, (7), (8), (9), or (14), shall 
file annually returns of information on Form 
990 with the collector for the district in which 
is located the principal place of business or 
principal office of the organization; provided, 
however, that such return shall not be re- 
quired of an organization which is organized 
and operated exclusively for educational pur- 
poses, or educational and religious purposes, 
if no part of its net earnings or assets are dis- 
tributable to any private shareholder in 
liquidation or otherwise and if, in the case of 
an organization privately owned or operated, 
the Commissioner is advised of any increase in 





the compensation of its owners, managers, 
trustees, or directors over the amount of such 
compensation for the last year for which its 
exemption under section 101 (6) was approved 
by the Commissioner. Form 990 will not be 
required of charitable organizations operated 
or controlled by religious or educational or- 
ganizations of the type exempt under the pre- 
ceding sentence from the requirement of filing 
such returns, nor of separately conducted 
charitable organizations meeting the above 
conditions as to distributions and compensa- 
tion, nor of charitable organizations operated 
under the control of a State or any political 
subdivision thereof.” 


The third sentence of the fifth paragraph which 
reads: “The returns for subsequent taxable years 
shall be filed on or before the first day of the third 
month following the close of the taxable year,” is 
amended to read: 


“The returns for subsequent taxable years 
shall be filed on or before the fifteenth day of 
the fifth month following the close of the tax- 
able year.” 


Par. 2. The foregoing provisions to proof of ex- 
emption under section 101 of the Internal Revenue 
Code are hereby made applicable in the case of 
any organization which claims exemption under 
the Revenue Act of 1938, 1936, 1934 or 1932 and 
which has not proven exemption under the cor- 
responding provisions of Regulations 101 [Part 9, 
Title 26, Code of Federal Regulations, 1939, Sup.], 
94 [Part 3, Title 26, Code of Federal Regulations], 
86, or 77. The foregoing provisions relative to the 
filing annually of returns of information on Form 
990 are hereby made applicable to organizations 
held exempt under the sections of the Revenue Act 
of 1938, 1936, 1934 or 1932 which correspond to sec- 
tion 101 (5), (6), (7), (8), (9), or (14) of the 
Internal Revenue Code. 


(This Treasury decision is issued under the au- 
thority contained in sections 62 and 101 of the In- 
ternal Revenue Code (53 Stat. 32, 33 as amended 
by 53 Stat. 876, 26 U.S.C., 1940 ed., 62, 101); sec- 
tions 62 and 101 of the Revenue Acts of 1938, 1936, 
and 1934 (52 Stat. 480, 26 U.S.C. Sup. 62, 101; 49 
Stat. 1673, 26 U.S.C. Sup. 62, 101; 48 Stat. 700, 26 
U.S.C. 62, 101); and sections 62 and 103 of the 
Revenue Act of 1932 (47 Stat. 191, 193).) 


NORMAN D. CANN, 
Acting Commissioner of Internal Revenue 


Approved: October 29, 1942. 
JOHN L. SULLIVAN, 
Acting Secretary of the Treasury 
(Filed with the Division of the Federal Register, 
October 30, 1942, 3:26 p. m.) 
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Report of Subcommittee on Hospitals 


Health and Medical Committee of the Office of Defense Health and Welfare 
Services of the United States Government 


















Facing the issue realistically and practically but 
with courage and with faith in their own prin- t 
ciples and the motives of the hospital adminis- t 
trator and workers and confidence in the voluntary 
support of the people, the Joint Committee of the 
American, Catholic and Protestant Hospital Associ- 
ations presents to the hospital field with its en- 
dorsement the resolutions, which have come to it 
from the Subcommittee on Hospitals of the Health 
and Medical Committee, and concur in the recom- 
mendations of the Committee. 

















The Subcommittee on Hospitals was appointed 
for the purpose of advising the Health and Medical 
Committee with reference to the possible contribu- 
tions which the hospitals of the country might 
make in the war effort, and to safeguard the in- 
terest of the hospital from the possible impacts of 
the war program, and to initiate such action as 
might accomplish these purposes. 


With the approval of the Health and Medical 
Committee, its Hospital Subcommittee has been 
authorized to issue the following statement: 


“The Hospital Subcommittee has felt that 
the hospitals of the country have experienced, 
and will experience in even greater degree, 
grave difficulties in maintaining adequate 
staffs of employees. The Subcommittee, be- 
lieving that the situation is serious, held a 
meeting and adopted the following resolu- 
tions: 

WHEREAS the losses of highly skilled hos- 

pital personnel such as graduate nurses, 

technicians and clerical workers are already 
so enormous as seriously to cripple these es- 
sential institutions, and 


WHEREAS equal or greater losses are being 





experienced among the mechanical and 
service groups of hospital employees to the 
extent that the physical safety of patients 
is in some instances imperiled, and 


WuerEas these inordinate losses of person- 
nel, though due to a variety of causes are 
preponderately because of a Nation-wide in- 
crease in wage scales, far above those paid 
by hospitals, and 


WuerEas the financial resources available to 
the civilian hospitals of the United States 
cannot possibly be expanded to compete 
with war industry in the employment field, 
and 


Wuereas the civilian hospitals have already 
made drastic adjustments to meet this situa- 
tion, such as enlistment of volunteer work- 
ers and utilization of less skilled workers 
wherever possible, and 


WHEREAS these shortages of personnel 
threaten the whole civilian hospital struc- 
ture and thus threaten the war effort itself, 
and 


WuereEas the Subcommittee on Hospitals has 
thoughts as to possible remedial measures 
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but cannot fully formulate them without 
knowing the attitude of those in the Federal 
Government who would be concerned, 


THEREFORE BE IT RESOLVED that the Subcom- 
mittee on Hospitals urgently recommends 
immediate consideration of this matter by 
the Health and Medical Committee and, 
through its insistence, by appropriate groups 
or individuals of the Federal Government, 
and 


BE IT FURTHER RESOLVED that the Subcom- 
mittee on Hospitals offers its services to and 
through the Health and Medical Committee 
to the end of working out plans for im- 
mediate control of this emergent situation. 


At a subsequent meeting the Subcommittee at- 
tempted to make concrete suggestions. It discussed 


the following topics: 
1 The use of conscientious objectors. 


2 The desirability of recommending that the 
Government make funds available to hospi- 
tals to enable them to cover the increased 
cost of operation and particularly to enable 
them to approach more nearly the salary 
and wage scale offered by industry. 


3 The possibility that the Government might 
restrain hospital employees from: leaving to 
enter industry. 


4 Could the War Manpower Commission do 
anything to help the situation? 


5 The advisability of universal conscription. 


The following statement in relation to hospital 
personnel was prepared for submission to the 


Health and Medical Committee: 


WHEREAS the depletion of personnel in both 
public and voluntary hospitals throughout the 
country has reached such a degree as gravely 
to threaten the adequate treatment of the sick, 
with concomitant imperilment of the public 
health, and 


WuerEas the general public and the hospital 
workers themselves have insufficient knowl- 
edge of this threat, and also a lack of appre- 
ciation of the indispensability of the civilian 
hospitals to the whole war effort, and would 
be prompted to give positive assistance if the 
importance of good hospitalization were 
clearly acknowledged from high governmental 
sources, 


THEREFORE BE IT RESOLVED that the Subcomittee 
on Hospitals recommends to the Health and 
Medical Committee that it place these facts 
before the proper governmental authority for 
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acceptance and publicizing; and that the Pres- 
ident, the Chairman of the War Manpower 
Commission, the Surgeon General of the U. S. 
Public Health Service and others who might 
be appropriate be asked to support and widely 
publicize this proposition, and 


BE IT FURTHER RESOLVED that this Subcommittee 
recommends to the Health and Medical Com- 
mittee that it arrange that newspaper pub- 
licity emanating from governmental agencies 
be used to acquaint the country of the impor- 
tance of this service in the present national 
picture, and 


BE IT FURTHER RESOLVED that there be official 
approval of a badge, to be worn by hospital 
workers, testifying to the patriotic importance 
of the service which they render. 


The Hospital Subcommittee also recommended 
to the Health and Medical Committee: 


That the services of conscientious objectors be 
made available to the voluntary hospitals in addi- 
tion to their present availability to public hos- 
pitals. 


Despite its hope that the above recommenda- 
tions will bring some measure of aid, the Subcom- 
mittee wishes to advise the hospitals of the nation, 
in relation to personnel: That inasmuch as the 
present situation seems to make any help by the 
War Manpower Commission impossible, and inas- 
much as it seems inadvisable at present to recom- 
mend a government subsidy, the hospitals of the 
country must first do everything possible to solve 
their own problems with regard to manpower. The 
Subcommittee, therefore, urges that hospitals 
throughout the country must marshal all their 
local resources, financial and personal; must seek 
additional allotments from community funds and 
additional financial help from private philan- 
thropists; should ask the civilian defense organiza- 
tions for publicity in interpreting the needs of the 
hospital and supporting the hospital as an impor- 
tant essential part of the war effort; should empha- 
size that hospital service is a patriotic service; 
should use volunteers wherever possible to aug- 
ment and assist the basic paid personnel; should 
have, if necessary, a paid director of volunteers or 
assign a member of the administrative staff; con- 
sider what hospital activities may be simplified or, 
with safety, curtailed; extend and strengthen 
Group Hospital Service Plans as a financial aid.” 


The Subcommittee on Hospitals 


Nathaniel W. Naxon, M.D. 
Malcolm T. MacEachern, M.D. 
Claude W. Munger, M.D. ; 
Rev. Alphonse M. Schwitalla, S.J. 
Winford H. Smith, M.D., Chairman 
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Meat Rationing and Hospitals 


The rationing of fresh meats, beef, pork, mutton 
and veal, will not greatly affect hospitals, provid- 
ing they establish their minimum requirements 


for this class of comestibles. 


Fowls, fish, and salt meats have not as yet been 
included in the rationing program. The average 
consumption per week for the entire population 
of the country in 1941 was approximately 5% 
pounds. This amount can be considerably reduced, 
and our institutions will be able to furnish an 
adequate meat ration to both patients and em- 


ployees. 


The joint committee took up the matter of meat 
rationing as well as other food rationing, as related 
to hospitals with Mr. John J. Madigan, Chief of 
the Meat Branch of the Food Rationing Division. 
The whole matter of food supply for hospitals 
under the rationing program was discussed, but 
with particular reference to fresh meats. Mr. Ma- 
digan dictated the following letter, in the presence 
of a member of the Joint Committee. It points 
the way for hospitals to proceed in securing their 


minimum meat requirements. 


Office of Price Administration 


Washington, D. C. 


November 14, 1942 


Dr. Bert W. Caldwell 
American Hospital Association 
18 East Division Street 
Chicago, Illinois 


Dear Doctor Caldwell: 


You have raised the question of how voluntary 


hospitals and similiar institutions are going to sec- 
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ure their minimum requirements of meat during 
the next few months while the Meat Restriction 


Order is in operation. 


First we would like to point out to you that the 
Meat Restriction Order limits the deliveries of 
meat to civilian channels by slaughterers to a 
fixed percentage of their 1941 deliveries in order 
to make available the minimum necessary require- 


ments of our Armed Forces and our Allies. 


Under the terms of the Order voluntary hospi- 
tals are not exempt purchasers. Since their activ- 
ities are essential in their respective communities 
we feel certain that the meat packing industry 
will take care of their minimum requirements if 
these requirements are made known to them. Any 
such institution which is finding it difficult or im- 
possible to secure its fair minimum requirements 
should make these requirements known to all 
slaughterers who are in a position to service the 
territory, and ask their full cooperation in taking 
care of the fair requirements. In calling this situa- 
tion to the attention of the industry it would be 
desirable to point out the number of meals the 
institution must serve per week and the quantity 
of meat that is considered a minimum essential 


amount. 


The industry has indicated every willingness to 
cooperate in seeing that the available civilian sup- 
ply is distributed on an equitable basis. We feel 
certain that essential institutions of this type will 
receive their full share. 

Sincerely yours, 
(Signed) 

John J. Madigan 

Chief, Meat Branch 
Food Rationing Division 
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Efficiency and Economy Through 


Unit Record System 


FRANK C. SUTTON, M.D. 


veals a surprising scarcity of material re- 

lating to the unit record system as devel- 
oped for hospital use. An outline of its operation 
and a review of its principles therefore seem war- 
ranted. 


A N extensive search of hospital literature re- 


Previous to our adoption of the unit record sys- 
tem at Saint Luke’s Hospital the custody of clin- 
ical records was shared by as many as five depart- 
ments, depending upon the type of service ren- 
dered. The separate records thus collected were as 
follows: in-patient (serial type record), out- 
patient, emergency room, private ambulatory and 
employee records. The problem encountered in 
locating and assembling for review complete in- 
formation concerning all types of hospital service 
rendered to any patient was formidable. 


In order to secure a clinical record readily avail- 
able, assembled in a manner easily reviewed and 
containing complete information of all types of 
service rendered to the patient in this institution 
the unit record system was introduced January 1, 
1942. The following description of its operation 
illustrates a method of securing such a record. 


Admitting Procedure 


The patient’s unit record has its origin in the 
admitting procedure where a permanent unit 
record number is assigned to each individual ad- 
mitted for any type of service in the hospital. 
Routine referral is made to a master file—pa- 
tients’ permanent alphabetical file—in which an 
identifying card, (Figure 1), is filed for each pa- 
tient admitted after adoption of the unit record 
system. For each original admission, implied by 
the absence of any identifying card in the master 
file, the next unused unit number is assigned per- 
manently by the admitting officer. For this pur- 
pose blocks of consecutive unused numbers are 
issued daily by the registrar who maintains a 
book of record numbers. In assigning permanent 
unit numbers to employee patients’ the letters 
“EMP” are added to each number for special 
identity. 


Upon admission the information necessary for 
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@ Dr. Frank C. Sutton is Assistant Director, 
Saint Luke’s Hospital, Cleveland, Ohio. 





the patient’s permanent file card is noted on a 
temporary admitting form, (Figure 2), a dupli- 
cate of which is submitted at the proper depart- . 
ment or nurses’ station by the page who accom- 
panies the patient from the admitting office. From 
the original copy of the temporary admitting form 
an admitting clerk prepares the record envelope 
and types the information upon an admission 
record sheet, (Figure 3), securing with a special 
carbon paper, a master copy from which multiple 
copies of the patient’s file card are made by means 
of a duplicator printing process. These are dis- 
tributed to the master files in the. record room 
and admitting office and, for in-patient admissions, 
to such departments as laboratory, business office, 
pharmacy and many others to facilitate their serv- 
ice to the patient. 


For transfers, discharges, births and deaths of 
in-patients the same printing and distribution 
service is used to keep departmental and master 
files corrected. The former thus provide continu- 
ous current files of all in-patients. The latter pro- 
vide corrected permanent files of all patients ad- 
mitted for any type of service in the hospital after 
installation of the unit record system. Soon after 
the patient’s arrival the typewritten admission 
record is delivered to the proper department or 
division to become the face sheet of the clinical 
record and replace the temporary admitting form, 
then discarded. 


Securing the Record 


Arrangement of the contents of the unit record 
is determined by the principle of true chronology. 
Not only are the various admissions represented 
in proper chronology by the record librarian but 
the accumulated notes and reports of each period 
of hospital service are likewise entered in one 
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continuous line of sequence in so far as possible. 
It is the duty of all, doctors, technicians, etc., who 
make entries in each current section of the record 
to follow the plan of true chronology as illustrated 
in sample unit records available at each depart- 
ment and nurses’ station. 


The in-patient’s record is begun with graphic 
sheets, nurses’ notes and doctors’ order sheets. 
The balance of the record is developed by the use 
of a simple form printed on both sides similar 
to the common progress notes sheet. This is used 
for the intern’s history, physical examination and 
subsequent notes of the intern, attending physi- 
cian, technicians and others. Brief notes of the 
social service workers are entered chronolog- 
ically on this form. When laboratory tests are re- 
requested a division secretary reserves space by a 
diagonal ruled line under the last note for later 
chronological insertion of the corresponding re- 
port which is issued on a gummed strip. A report 
requiring a full page is entered in approximate 
order. Patients are brought to adjunct service de- 
partments with their unit records so that former 
services and therapy may be reviewed and a 
proper chronological note of the service rendered 
may be made. 


Special messenger service is provided for regu- 
lar delivery and insertion into the record of type- 
written laboratory, x-ray and operative reports 
twice daily. Copies of such reports are kept on file 
in each of these departments and are identified 
by the patient’s unit number. Other departmental 
or individual files subsidiary to the unit record 
are recommended when departmental chronology 
or special clinical forms are requested. Such files 
are frequently useful in facilitating clinical re- 
search but are not permitted to supplant the use 
of the unit record or disturb its arrangement of 
true chronology. 
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OCCUPATION 


PATIENT'S PERMANENT 
INDEX CARD 


Discharge Procedure 


At the time of discharge or death of the patient 
the intern summarizes the current section of the 
unit record briefly, outlining the original diag- 
nosis, treatment, operations, final diagnosis and 
condition upon discharge or cause of death. Every 
patient, or his financial sponsor, is accompanied 
to the cashier as a routine part of the discharge 
procedure. His record is submitted promptly to 
the record librarian and notice of discharge or 
death sent to the admitting clerk who prints and 
distributes cards for correction of departmental 
and master files. 


Custody of the Unit Record 


All unit records are filed by unit number in a 
central record room which can be expanded to 
provide sufficient filing space for permanent cen- 

_ tral storage. Location of filed records is facilitated 
by a master file in the record room. The patient’s 
permanent file card and the clinical record are the 
foundation for the entire record system. 


Old records are brought under inclusion of the 
unit record as re-admissions occur. This permits 
the transfer of cards from the former patient’s 
file to the new master file. The folder of the former 
record is identified by the new unit number. 


A medical library adjoining the central record 
room provides convenient facilities for periodic 
signing and review of the records of discharged 
patients by members of the visiting and resident 
medical staffs. In the clinical summary of the 
record the code of the revised Standard Nomen- 
clature of Disease and Standard Nomenclature of 
Operations is used. Inactive records may not be 
removed from the central record room except 
under urgent circumstances and only by arrange- 
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ment with the record librarian. In classifying and 
completing the records of discharged patients sta- 
tistical data including disease and operative in- 
dexes are prepared. A plan of systematically ex- 
amining records of discharged patients from a 
qualitative viewpoint is under supervision of the 
records committee of the visiting medical staff. 


Re-admissions 


Upon each re-admission for any type of service 
the previously assigned unit number noted on the 
master file card is continued in use. Date of re- 
admission, service, and change of address, if any, 
are noted on the reverse side of the patient’s card 
in each master file. Since there is available on this 
card the permanent identifying information se- 
cured at the original visit it is necessary for the 
admitting officer to request only such items as 
present address, employer, doctor, etc. upon any 
re-admission. 


The re-admission procedure is repeated at each 
return visit for in-patient or emergency room 
service and the patient’s unit record delivered for 
continuation chronologically. Patients are inter- 
viewed for admission at only the original of a 
series of visits for such services as out-patient, 
private ambulatory, and employee health clinic. 
For each re-visit an appointment card is issued, 
a duplicate of which is filed in the central record 
room and serves to secure routine delivery of the 
record for continuation by chronological entries. 
Prompt delivery of the unit record is provided 


when re-visits are made without appointment. For 
each of the above five types of service the individ- 
ually designed admission and accompanying uni- 
versal clinical sheets are of distinctive colors to 
permit ready identification of the separate phases 
of care in reviewing the assembled unit record. 


Since no current entries are to be made in the 
unit record delivered upon re-admission this sec- 
tion is made conveniently available in a reference 
file at the proper nurses’ station while the current 
section of the record is being accumulated sepa- 
rately in a metal record binder. It should be noted 
that the unit record requires only one complete 
recorded history. Thereafter, upon subsequent ad- 
missions, interval notes of varying length will 
suffice. Upon discharge the former and current 
sections of the record are delivered to the central 
record room where they are combined chronolog- 
ically and filed until again needed. The admitting 
clerk prints and distributes notices from which the 
date of discharge may be noted on the reverse side 
of the patient’s card in each master file. No unit 
record is considered closed until the death of the 
patient is recorded. 


General Principles 


There is an inclination to consider the physical 
bulk of the unit record an objection to its adop- 
tion. In several hospitals an experience of many 
years with this system has revealed this to be a 
threat more apparent than real. Without real det- 
riment to the record much can be done to avoid 
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bulk by simplification of clinical forms, the use of 
both sides of the sheet and elimination or modi- 
fication of many elaborate records now in use. 
Interns and student nurses should be taught how 
to make terse and intelligent notes. Intensive in- 
struction of our student nurses preceding adoption 
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of the unit record reduced their notes to one-half 
their previous volume. On the whole it will be 
decidediy beneficial if exigencies of the war en- 
courage this simplification of forms and entries 
in hospital records. 


The method of conducting the unit record sug- 
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gests the desirability of its storage in a central 
record room affording ready availability of the 
record. This requires a plan for expansion suffi- 
cient to provide permanent storage. Accessibility 
of the unit record is best provided for by having 
the central record room adjoining the admitting 
department. Economy of operation and better 
supervisory control also result when admitting is 
centralized at one source. 


Comparison suggests that the true interests of 
the patient, the doctor and the hospital are best 
served by the use of true chronology in the unit 
record rather than departmental chronology. True 
chronology places all the known clinical data be- 
fore the reviewer in their proper order. The result 
is more intelligent medical management. Less 
duplication of diagnostic and therapeutic proced- 
ures occurs than is seen with other methods of 
arrangement. A record arranged in departmental 
chronology is, in effect, several records in one. The 
loss of sequence is a definite hazard to compre- 
hensive appraisal of all the known facts. In insti- 
tutions at present using the unit record system 
there are many modifications of true chronology 
and combinations of departmental and true 
chronology. In the final analysis one continuous 
line of sequence in @ permanent record serves best. 


Unless physical detachment prevents, all types 
of hospital service should be included in the unit 
record. Full benefit of the principles of accessibility, 
true chronology and an all-inclusive record cannot 
be expected when such services as the private am- 
bulatory or out-patient department are conducted 
under separate record systems. It may be sug- 
gested, further, that the unit record might include 
the patient’s closed financial account and any per- 
tinent administrative correspondence relating to 
his care. A true unit record should be one in which 


everything known by the institution concerning 
the patient may be found. 


The number of master files to be used with the 
unit record system will be determined by the 
available communication facilities and degree of 
centralization of the admitting service and record 
room. Under ideal conditions one master file in a 
central record room may be sufficient for even a 
large institution. 


Use of the duplicator printing and distribution 
service in admitting is of noteworthy value in im- 
proving departmental efficiency. The common er- 
rors in names and addresses that result from re- 
peated transcription of such identifying informa- 
tion are eliminated. The availability of identifying 
information for all in-patients in each department 
promotes accuracy and improves service, particu- 
larly in the larger institutions. Small hospitals 
with few notifications to distribute would derive 
less benefit from the use of this service. 


The use of the unit record system has few lim- 
itations of applicability due to size or type of hos- 
pital. It is particularly applicable to institutions 
where re-admissions are common or where many 
types of service require the correlation afforded 
by one all-inclusive record. It may be impractical 
in institutions which include many separate build- 
ings and lack modern facilities for prompt deliv- 
ery of the record. 


Summary 


The unit record system provides a permanent 
clinical record readily available, assembled in a 
manner easily reviewed and containing complete 
information relating to all services rendered to the 
patient in the hospital. In addition to the above 
characteristics, simplicity of operation, improved 
efficiency and economy recommend its use as a 
hospital record system. 





Coming Meetings 


December 3—Utah Hospital Association, Salt Lake 
City 

February 18-19—Texas Hospital Association, Fort 
Worth 


February 23-25—National Association of Method- 
ist Hospitals and Homes, Indianapolis, Indiana 


March 10-12—New England Hospital Assembly, 
Boston 


April 14-16—Hospital Association of Pennsylvania, 
Philadelphia 


April 26-28—Iowa Hospital Association 
April 27-29—Ohio Hospital Association, Columbus 


December 1942 


April 29-May 1—Southeastern Hospital Confer- 
ence, Atlanta, Georgia 

May 5-7—Tri-State Hospital Assembly, Chicago 

May 10—Mississippi State Hospital Association, 
Jackson 





+ 


National Association of Methodist 
Hospitals and Homes 


The date of the annual convention of the Na- 
tional Association of Methodist Hospitals and 
Homes has been changed. The convention will be 
held at the Claypool Hotel, Indianapolis, Indiana, 
February 23-25, 1943. 
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Infectious Precautions 


Theory and Practice 


BESS M. ELLISON, R.N. 


personnel is disturbing to directors of tuber- 

culosis departments and general hospitals. Re- 
gardless of the percentage reported, an incidence 
of tuberculosis among employees greater than that 
of a similar group in the general population is too 
high and any case which could have been pre- 
vented should be cause for concern. With the real 
crisis in civilian nursing service which faces us, 
tuberculosis departments as well as all other hos- 
pitals must rely to a great extent upon less well- 
prepared nurses, fewer nurses, and more auxiliary 
workers to provide essential care for patients. In 
tuberculosis hospitals in the United States 87 per 
cent of patients have moderately or far advanced 
disease,’ the majority of these infectious. Due to 
lack of basic knowledge of the disease with which 
they are in contact, unskilled and unprotected em- 
ployees working in close contact with such patients 
will be even less able to avoid tuberculosis than 
those in the past. The hospital has the same moral 
responsibility to protect its employees from occu- 
pational hazards as has any other industry, and 
some states* have imposed a legal responsibility 
in this respect.” 


Te INCIDENCE of tuberculosis among hospital 


Factors in Protective Technique in Tuberculosis 


With the possible exception of B.C.G. vaccine, 
there is no known effective immunizing agent for 
tuberculosis; therefore, a sane practice of infec- 
tious precautions is the logical approach to the 
problem of providing protection for employees and 
patients. General infectious precautions may range 
from the simplest elements of hygenic living to the 
most rigid communicable disease technique, the 
fundamental objective being to prevent the dis- 
semination of pathogenic organisms. It is not rea- 
sonable to assume that all communicable diseases 
require the same technique or that any one disease 
always requires the same technique. In the first 
instance, technique will be influenced by the na- 


ern iat the American Hospital Association War Conference, 
. Louis, : 
*California, Illinois, Indiana, Missouri, New York, North Dakota, 


Ohio, Wisconsin, Federal, Hawaiian, and Philippine Compensation 
Laws also include tuberculosis. 
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ture of the causative organism, modes of trans- 
mission, and similar facts; in the second instance, 
consideration must be given to the physical struc- 
ture of the building, relationship to other depart- 
ments, contact necessary between those having 
the disease and those not having it.* Therefore, 
before setting up any protective technique in 
tuberculosis it is necessary to consider these 
factors: 


1 Scientific basis of technique 
2 Measures essential for protection 


3 Needs and limitations of the department in 
which technique is to be established 


4 Adequate provisions for employing meas- 
ures to be used in the department 


5 Provision for instruction of patients and per- 
sonnel in protective measures 


Mode of Transmission of Tuberculosis 


Concerning transmission of tuberculosis from 
man to man, science has given us some facts and 
some hypotheses still open to question. That tuber- 
culosis is communicable was established even be- 
fore Koch’s discovery of the causative organism. 
Since then, there has been a constant evolution of 
opinion. It is accepted that tuberculosis is trans- 
mitted from person to person by bacilli carried in 
any excretions but mainly in droplets of saliva. 
The bacillus is resistant to drying and it seems rea- 
sonable to assume that it often is transmitted in 
the medium of dust. It is generally conceded that 
the chief portal of entry is by way of the respira- 
tory tract. Knowing that bacilli live indefinitely 
and believing that they may be carried about in 
dust, we assume contact may be direct or indirect. 


HOSPITALS 





Natural immunity to tuberculosis, if it exists at 
all, is undependable. Whatever protection is con- 
ferred by a first infection is limited in degree and 
is ineffectual in the presence of massive doses of 
bacilli.‘ 


The modern concept places emphasis upon the 
importance of massive dosages of bacilli in con- 
tracting tuberculosis. In developing a protective 
technique, therefore, we will concern ourselves 
primarily with reduction of dosage rather than the 
elimination of all bacilli. Our immediate problem 
is more the practical one of preventing clinical 
disease than the academic one of preventing nega- 
tive tuberculin reactors from becoming positive. 


Protective Technique 


The protective technique developed here, then, 
is based upon these premises: that tuberculosis 
is a communicable disease transmitted from man 
to man by tubercle bacilli carried in droplets or 
dust and entering the body through the respira- 
tory tract by direct or indirect contact with the 
infectious patient; that immunity is undependable 
and every employee requires protection from ex- 
ogenous infection; that reduction of dosage of 
bacilli to its lowest level is the most important 
factor to be considered in establishing a protective 
technique. 


The protective technique outlined herein may 
easily be adapted to the needs of any tuberculosis 
hospital or tuberculosis unit of a general hospital, 
whether that unit be comprised of one or of many 
patients. 


Cleanliness the Basis of Infectious Precautions 


The basis of infectious precautions is the simple 
basis of hygienic living—cleanliness. Cleanliness 
of patients, workers and environment serves to 
remove various media carrying tubercle bacilli and 
aids in reducing dosage. Soiled linen, for example, 
is a hazard to anyone giving bedside care to an 
infectious patient, and an available supply of clean 
linen providing frequent changes will reduce that 
hazard. Every patient is entitled to and should re- 
ceive uncontaminated supplies handled with clean 
hands. This serves as protection to patients and 
workers and is a matter of esthetics as well as one 
of sanitation. Utensils, such as dishes and toilet 
equipment, must be cleansed and sterilized after 
each use. Every employee should be assured of 
clean equipment with which to work and a sani- 
tary environment in which to function. Soap and 
water washing and damp dusting must be freely 
employed. A competent staff and sufficient sup- 
plies to maintain cleanliness must precede the es- 
tablishment of specific procedures in asepsis. 


Reducing Contamination with Bacilli 


An important part in maintaining departmental 
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cleanliness, particularly in reducing contamina- 
tion with bacilli, rests with the patient. To reduce 
dissemination of tubercle bacilli at the source by 
proper care of cough and expectoration is a logical 
step, although its effectiveness is lessened by the 
difficulty in obtaining patient cooperation. Cooper- 
ation develops through understanding and a feel- 
ing of responsibility,° two factors which require 
a planned program of patient education. The re- 
sponsibility for this program belongs in the hands 
of a graduate nurse who has had some preparation 
for teaching. 


Patient Cooperation 


Although patient cooperation is an invaluable 
asset, it is unwise to depend upon it for adequate 
protection of employees working in close contact 
with tuberculosis. This is shown by a survey of 
patient cooperation made in Lowman Pavilion in 
1937, after all patients had received a planned 
course of instruction in cough and sputum care. 
The survey was reported by Esta H. McNett at the 
National Tuberculosis Association meeting that 
year.° A series of monthly sputum specimens of all 
patients in the department were examined for 
bacilli; at the same time, all patients in the Depart- 
ment were graded in regard to cooperation in 
cough and sputum technique. Although more than 
52 per cent of the 3962 sputum specimens were 
positive for tubercle bacilli, less than 11 per cent 
of the 691 ratings tabulated showed especial care 
in cough and sputum technique, while 33 per cent 
were careless in this respect, either because of lack 
of understanding, lack of interest, or because they 
were too ill to cooperate. 


Measures to Prevent Dissemination of Bacilli 


Obviously, we must depend upon measures in 
addition to that of patient control to prevent dis- 
semination of bacilli. Simple measures of com- 
municable disease technique should prove as ef- 
fective in controlling tuberculosis as in controlling 
acute communicable diseases. Mechanical meas- 
ures commonly used with communicable diseases 
are areas defined as contaminated or clean, use of 
cap, mask, gown, and handwashing. 


The establishment and definition of areas as con- 
taminated or uncontaminated is more difficult 
where there are ambulant patients than where 
patients are confined to rooms. Any areas or ob- 
jects with which patients are permitted direct or 
indirect contact must be considered contaminated. 
What areas are kept uncontaminated. and what 
ones are allowed to become contaminated in any 
particular department will be determined by their 
practical use, physical features of the unit, rela- 
tionship of hospital departments, types of patients 
and activities allowed patients. Once areas are de- 
fined, every person—patient or employee—should 
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know what they are and what precautions to use 
in regard to them. 


Survey of Common Acute Communicable 
Diseases and Tuberculosis 


In order that measures used for protection of 
employees working in tuberculosis should be in 
line with accepted measures used in other com- 
municable diseases, as well as to obtain a compre- 
hensive picture of tuberculosis in relation to other 
communicable diseases, the medical directors and 
the directors of nursing service in the acute com- 
municable disease department and in the tuber- 
culosis department of City Hospital surveyed the 
common acute communicable diseases and tuber- 
culosis. The survey attempted to cover all perti- 
nent factors connected with communicability, such 
as specific entity causing disease, source of organ- 
ism, infectious period, immunity, modes of trans- 
mission, age period, death rate. The next step was 
to classify these diseases according to protective 
measures utilized by communicable diseases in 
general—cap, mask, gown, handwashing. 











Group Disease Cap Mask Gown Handwashing 

I Influenza Necessary|Necessary |Necessary| Necessary 
Pulmonary 
Tuberculosis 








(The diseases in this group probably are air borne in droplets or 
dust and carry either unpleasant complications, long morbidity or 
high mortality rates.) 

Tuberculosis is classified in Group I, the group 
of diseases for which cap, mask, gown and hand- 
washing are considered essential.‘ How effective 
these measures are, how cap, mask, gown should 
be worn, or of what materials and how they should 
be made, are questions unanswered by research. 
The National Tuberculosis Association recently 
indicated its preparation to undertake a project to 
determine what measures of protection can be 
used most effectively. This will require several 
years for completion and, until its results are de- 
termined, protective measures considered essential 
must depend, as in the past, upon logical infer- 
ences. 


The Cap 


It seems necessary to us that a cap be used to 
protect hair from dust and droplets which may 
carry bacilli. A cap, to serve a utilitarian purpose, 
should be made large enough to cover all of the 
hair, should be light in weight, cool and of a ma- 
terial that will serve to catch and screen out dust 
and droplets. Cheesecloth is such a material. When 
the cap is removed from the hair, we must assume 
that the outside is dust and bacilli laden and it 
must be placed in the laundry immediately. 


Masks 


There is contention regarding use of masks, even 
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from quarters where other mechanical measures 
of protection are considered essential. This seems 
inconsistent. If it is necessary to erect a barrier 
between the worker’s uniform and contamination 
as a measure in preventing indirect contact with 
bacilli, it should be deemed equally important to 
provide some type of protection at the vital portal 
of entry. Improperly used, it is conceivable that a 
mask might become a menace rather than a pro- 
tection; when properly worn and cared for, it 
should serve a very useful end and certainly can 
do no harm.*® 


The mask must be designed and worn as a filter 
and its protective qualities valued only to that 
extent. We selected 42 x 42 gauze in six thick- 
nesses because the few available studies indicated 
this as desirable.® We prefer a shaped, two string 
mask, because it fits snugly against the cheeks on 
any size or shape of face; it is comfortable because 
there is no tension at any point and glasses do not 
become steamed; it cannot slip down from nose or 
mouth. Every employee must be shown how to 
wear the mask with emphasis placed upon these 
points: a) Every mask is washed and sterilized 
each time it is used, assuring every person of a 
bacilli-free mask; b) the mask is a filter and must 
be worn as such—the outside kept as free as pos- 
sible of gross contamination by avoiding unneces- 
sary handling, by frequent changing; c) the mask 
must be worn to cover mouth and nose to provide 
desired protection; d) when removed from the 
face for any reason, it must be placed at once in 
the laundry. 


Gowns 


Gowns are essential in the care of all communi- 
cable diseases, serving as a well-established meth- 
od of protecting uniforms of workers from con- 
tamination. Whether the gown is discarded after 
each use or whether it is worn several times before 
being discarded must be determined by the de- 
partment in which it is being used. If gowns must 
be removed and put on several times before being 
discarded, particularly where unskilled lay-em- 
ployees are concerned, it is desirable for each 
employee to have her own gown since in such a 
case the protection afforded by correct procedure 
in the handling is entirely within the control of 
the individual to whom the gown belongs. 


Handwashing 


Handwashing is an integral part of all tech- 
nique. Its importance must not be underestimated 
nor its correct use neglected. Thorough lathering 
with soap, gentle friction, thorough rinsing under 
running water, and drying are essential steps in 
handwashing. Employees must be taught how to 
wash hands and when to do so, and facilities and 
supplies for handwashing must be made available. 
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MECHANICAL AGENTS AND THEIR FUNCTIONS 





Agent 
and 
Func- 
tion 


In Medicine 


In Surgery 





CAP 
A two- 
way 
screen 


To protect the hair from 
pathogenic entities car- 
ried through the air by 
dust or droplets 


To prevent pathogenic 
entities from being car- 
ried to the field of oper- 
ation by falling hair or 
epidermis 





MASK 
A two- 
way 
filter 





To prevent the inhala- 
tion or ingestion of con- 
taminated dust or drop- 
lets by the worker 


To prevent the dissem- 
ination of pathogenic 
entities from the nose 
and mouth of the 
worker to the field of 
operation 





GOWN 
A two- 
way 

barrier 


To protect the clothing 
of the worker from be- 
coming contaminated 
by pathogenic entities 


To prevent pathogenic 
entities from being car- 
ried to the field of oper- 
ation by lint or dust 
from the outer clothing 
of the worker 





HAND- 
WASH- 
ING—A 
two-way 
protec- 
tion 


To prevent pathogenic 
entities from being car- 
ried from one patient to 
another, from patient to 
worker, or from being 
transmitted to a third 
person on contaminated 
objects 


To render the hands 
pathogenically clean 
before participating in a 
surgical procedure, and 
to prevent carrying 
pathogenic entities from 
the patient to the 
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worker following a sur- 
gical procedure 





Whatever measures of technique may be con- 
sidered essential, their use and methods of use will 
be determined by needs and, in many instances, 
by limitations of the department. Unfortunately, 
almost all tuberculosis hospitals were built with 
no regard for the communicability of the disease. 
One of the most striking evidences of this is the 
frequent lack of handwashing facilities. Another 
limitation is lack of space in which to store or 
hang gowns. These two are the most essential of 
all requisites of the physical unit and, when totally 


inadequate, substitutions or improvisions must be ~ 


made. Basins of soap and water as substitutes for 
running water have never been satisfactory. In 
order to be at all acceptable every basin must be 
emptied each time it is used. If there is any run- 
ning water in the department which can possibly 
be utilized for handwashing, this should be done, 
even though the entire technique may need to be 
built around it. 


Space for gowns usually can be provided by a 
little ingenuity. In our hospital we utilized a cup- 
board alcove which is really a part of the corridor. 
One cupboard is used to store clean gowns, hooks 
were placed on which to hang gowns when not in 
use, a small shelf was built to hold the mask con- 
tainer and forceps, and a place was prepared for 
discarded masks. Handwashing facilities are near 
by. Caps are always put on in the locker room, 
before employees come to the division. Another 
Suggestion is brought to mind by our teaching 
unit, a wooden screen in which are hooks for 
g0wns and a small shelf for mask container and 
forceps, with a place for discarded masks. Such a 
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device can be set up in any available space as 
near as possible to a sink and can be moved as 
occasion demands. A third suggestion is the provi- 
sion made by the supervisor of our General Build- 
ing for use on medical wards where there often 
are tuberculosis patients awaiting admission to the 
tuberculosis department. This is a low, flat-topped 
cupboard, which provides space inside for clean 
gowns and caps, and on top for mask container and 
forceps. At one end is built a receptacle for dis- 
carded caps and masks. In this department there 
are hooks in the rooms for gowns, but when there 
are none an infusion standard, a hall-tree, or a 
wooden standard built especially for the purpose 
can be used. This unit, like the screen, can be 
moved wherever is most convenient. 


An Important Limitation 


The chief limitation in almost all tuberculosis 
departments is lack of time in which to carry out 
communicable disease technique. This always has 
been an obstacle in tuberculosis departments, 
which generally are understaffed and now must 
function with even fewer skilled employees. Here 
one is faced on the one hand with limited time, on 
the other with the importance of health conserva- 
tion. Enough time must be allowed to carry out 
procedures. 


The first step in meeting this limitation is to 
plan a simple, well organized, efficient technique 
and put into practice that part of it which best 
fills the department’s needs and considers its lim- 
itations. Any part of a technique which will reduce 
dosage of bacilli is worth while. Once a definite 
routine has been established, group technique 
should be utilized wherever possible—not only in 
wearing the gown but in supplying patients with 
needs. For instance, much time can be saved by 
supplying all patients with clean sputum supplies 
and collecting used supplies from all patients at 
routine times of the day. It is possible to supply 
every patient in a ward with clean sputum sup- 
plies handled with clean hands in no more time 
than would be required if emphasis were not 
placed upon this measure of sanitation. 


Another economy of time and energy is effected 
when adequate supplies are made available and 
convenient to workers. When protective measures 
and technique for their use have been established, 
the provision of adequate supplies and a plan for 
economical care of these supplies must follow. The 
most rigid mask technique is of little value if the 
mask container is often empty or if the mask must 
be worn too long. A gown unmended and minus 
fastenings affords very little protection. We have 
found it efficient to make a competent maid re- 
sponsible for a central gown room where caps, 
masks, and gowns are cared for and from which 
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they are distributed to the divisions. The problem 
of conservation of time, material, and energy is 
one which nurses and hospital administrators have 
gravely neglected. Industry has far out-distanced 
us in this respect, and from it we could learn much 
in regard to convenient arrangements and labor 
saving devices. 


Providing Instruction in Technique 


Once a technique is established, every physician, 
nurse, layworker in the department should under- 
stand and practice it, and the responsibility of 
providing instruction should be placed with the 
supervisor, the instructor, a head nurse, or even a 
well-prepared staff nurse. 


Lay employees, most of whom have had little 
or no hospital experience and many of whom had 
only elementary education, require a great share 
of the time available for instruction. Every lay 
worker who comes into our employ in Lowman 
Pavilion is shown the defined areas, cap, mask, 
gown, handwashing technique, and given oppor- 
tunity to practice these techniques as his needs 
require. This is followed as soon as possible by 
classroom demonstration and drill in those pro- 
cedures involving technique which she will be 
required to perform. It is surprising and satisfy- 
ing to note how well most of these employees are 
able to master the simple mechanics of technique 
and the feeling of responsibility toward their work 
which they evidence. 


Summarizing the Measures of Precaution 


The measures of infectious precaution discussed 
here are basic and are concerned with protection 
of hospital contacts—employees and patients— 
from tuberculosis. They are developed through 
logical inferences from the limited scientific back- 
ground available. In summarizing these measures, 
I wish to emphasize the following points: 


1 In our present crisis, hospitals have an in- 
creased responsibility to the individual, the 
community and the nation to protect contacts 
from this preventable disease. 








2 Infectious precautions in tuberculosis depend 
upon (a) physical cleanliness and ordinary 
hygienic practices, (b) prevention of dissem- 
ination of bacilli at the source by patient co- 
operation, and (c) mechanical measures to 
prevent contact with tubercle bacilli. 


3 Measures of protection to be established and 
techniques inaugurated for their use are in- 
fluenced by the opinions, needs, and limita- 
tions evident in the department in which they 
are to be used. 

4 Any part of a technique which may reduce 
dosage of bacilli is worth while. 


5 Essentials in a protective technique are: 
a—Simplicity; 
b—Organization and routine to conserve 
time; 
c—Adequate supplies, easily accessible, suit- 
ably cared for; 


d—Cooperation of all personnel—physicians, 
nurses, lay workers, volunteers; 


e—Adequate, planned instruction for pa- 
tients and employees. 
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Cooperctive Hospital Expansion 
Program for Bridgeport 


The hospitals of Bridgeport, Connecticut, in or- 
der to meet serious overcrowding of all depart- 
ments of the city hospitals, have perfected a joint 
expansion program involving the expenditure of 
two million dollars in the construction of addi- 
tional hospital facilities as units to existing hos- 
pitals. The sum of $1,250,000 will be provided by 
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Federal grants and the remainder will be raised 
by public subscription. 





Erratum 


In the article “Organization of a Rural Health 
Unit” published in the November issue, page 82, 
omission was made of the name of the co-author, 
W. G. Smillie, Professor of Public Health and Pre- 
ventive Medicine, Cornell University Medical 
College, New York City. 
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Civilian Employees of the 
War Department 


The Civilian Personnel Division of the War De- 
partment has encouraged and authorized civilian 
personnel directors of the War Department to en- 
roll employees and dependents in group medical 
and hospital care plans throughout the United 
States. 


In a conference with the Director the division 
requested 1500 copies of the folder “76-11” giving 
the names and addresses of all Blue Cross hospital 
service plans. These are being sent to the various 
regional offices of the War Department with the 
suggestion to contact the Blue Cross Plan which 
covers the territory in which the regional office 
is located. 





ois 


Federal Bill to Provide Medical Care 
for Recipients of Public Assistance 


H. R. 7411 was introduced on July 20, 1942 by 
H. M. Coffee, a member of the House of Represen- 
tatives from the State of Washington. It is a bill 
“to amend the Social Security Act to enable states 
to provide medical care for recipients of public 
assistance.” 


This bill is the legal implementation of point No. 
4 in the six-point program, “Hospital Care for the 
American People,” which reads as follows: 


“The encouragement of the Federal Govern- 
ment to provide financial assistance, through 
states, to enable community hospitals to fur- 
nish hospital care for Federal and state public 
assistance beneficiaries, including the aged, 
the blind, dependent children, and those on 
general relief.” 





a 


The Hospital Service Association of Pittsburgh 
has opened an office in Johnstown, Pennsylvania 
to act as district headquarters for the highly in- 
dustrialized Cambria County area. The new office 
is at 433% Lincoln Street and D. H. Blair is in 
charge. Cambria County has a population of 
213,459. 
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Blue Cross News 


The Eliot Bill, H.R. 7534 


It appears practically certain that H. R. 7534— 
the Eliot Bill for Social Security—will not be re- 
ported out of the Ways and Means Committee dur- 
ing the present session of Congress. Inasmuch as 
Thomas H. Eliot was not returned to Congress by 
his district in Massachusetts, this means that his 
influence will not be exerted in the new Congress 
which convenes early in January. 


The opportunity still remains for Blue Cross 
Plans to demonstrate their effectiveness by reach- 
ing a large portion of the population. Numbers 
speak louder than words. The United States Con- 
gress will be tremendously impressed by both ac- 
complishment and immediate prospects of Blue 
Cross Plans. Every effort should be made to in- 
crease enrollment at the present time and to keep 
pace with the high degree of employment which 
has resulted from the nationwide war production. 








Theme of the publicity campaign behind the Fourth An- 

niversary Celebration of Associated Hospital Service of 

Philadelphia was “The Blue Cross—A Vital Link in Pro- 

duction for America.” Store windows of all large down- 
town stores carried displays like the above. 
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Does Any Plan Have a Better Record? 


Sherman Meech, managing director of Rochester 
Hospital Service Corporation, recently sent a 
questionnaire regarding hospitalization under the 
Plan to 2200 persons. The response was 44 per 
cent. Of those replying, 20 per cent said they 
would have delayed hospital care but for the Plan. 
Almost half, 48 per cent, said they would not have 
been able to pay their hospital bill in full upon 
discharge had it not been for the Plan. Less expen- 
sive accommodations would have been used by 41 
per cent of the patients. And 98.32 per cent said 
that the service they received was satisfactory. 
Three-quarters of the replies permitted the use of 
their names. 





+ 
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New Rate Increases Enrollment 


Instead of a loss, Michigan Hospital Service reg- 
istered a net gain of more than 20 per cent in total 
number of General Motors subscribers protected 
when General Motors employees were re-enrolled 
to provide for an increase in rates. 


First tally on the results of the large-scale re- 
enrollment was completed this month and an- 
nounced by John R. Mannix, M. H. S. Director. 


Compared with approximately 70,000 General 
Motors certificate-holders enrolled through Mich- 
igan Hospital Service before the rate increase, a 
total of 86,956 were enrolled in the resolicitation 
program that accompanied the rate increase. Total 
subscribers (certificate-holders and dependents) 
protected through General Motors in Michigan 
rose from about 175,000 to 213,401. 


“The increase in enrollment of General Motors 
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The Fifth Anniversary of the Hospital Service Association of Pittsburgh was carried to the attention of the public 
through the use of large displays like the above. 


employees,” Mr. Mannix, said, “demonstrates 
clearly the satisfaction of the employees of this 
corporation with Michigan’s nonprofit Blue Cross 
Plan, and shows that the worker realizes that hos- 
pital costs have increased along with the cost of 
every service and commodity, and that he is will- 
ing to pay a reasonable rate to secure the complete 
benefits offered by a service plan.” 





a+ 
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October 16 issue of the weekly bulletin of the 
St. Louis Medical Society carries an interesting 
article “Survey of the Attitude of St. Louis Physi- 
cians Toward Group Hospital Service.” The article 
is based on an interview with fifty unselected phy- 
sician members of the Society. Conclusion No. 4 
“Patients react better to treatment when worry 
over hospital bills is alleviated by membership in 
Group Hospital Service.” In general St. Louis phy- 
sicians are favorably disposed toward Group Hos- 
pital Service. Many physicians themselves are 
members of the organization. 

; eek Meee 


At a recent meeting of the Executive Committee 
of the Nebraska State Teachers Association, the 
Associated Hospital Service, the Blue Cross plan 
of Nebraska, was endorsed and recommended to 
its 13,000 members as offering the best in hospital 
care protection. As a result, a plan of cooperation 
has been developed whereby the Associated Hos- 


pital‘Service of Nebraska becomes a part of the | 


teachers welfare program of the Nebraska State 
Teachers Association. Enrollment is now in prog- 
ress, results thus far indicating an excellent mem- 
bership, stated J. H. Pfeiffer, executive secretary 
of the hospital care plan. 
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Serious indeed is this business of publicity. R. F. Caha- 

lane now chairman of the AHA Public Education Com- 

mittee discusses the matter with E. A. van Steenwyk, 

Commission Chairman, and Dr. R. H. Bishop, Jr., who has 

agreed to serve on the Commission Public Education 
Commmittee. 


William G. Simmons, hospital relations repre- 
sentative for Plan for Hospital Care, Chicago, since 
1940, has been commissioned a captain in the med- 
ical administrative corps, and assigned for basic 
training at the Medical Replacement Center, Camp 
Grant, Illinois. 


Before joining Plan personnel, Mr. Simmons 
was business manager for the Wabash Valley Hos- 
pital, Lafayette, Indiana, and assistant business 
administrator for Hinsdale Sanitarium, Hinsdale, 
Illinois. He was public relations director at the 
Hinsdale Sanitarium in 1939 when the hospital 
won the National Hospital Day Award—the first 
time this award has been won in Illinois. 


In addition to his responsibilities with Plan for 
Hospital Care, Mr. Simmons has been active in 
Chicago hospital circles, an associate member of 
the American College of Hospital Administrators, 
and chairman of the Service Plan Section of the 
Tri-State Hospital Assembly. 


* ok *% 


Plan executives concerned with post-war adjust- 
ment of industry and personnel in their areas 
would do well to write to Harold E. Roush, exec- 
utive director, Akron Hospital Service for his 
Story. The Akron Plan has prospered through a 
period of dislocation and adjustment and today re- 
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ports the highest enrollment figure in its history 
—78,562 participants. The Beacon Journal, the 
only paper in Akron carried a recent story on Plan 


accomplishment. 
3 





Utilization 


THE TREND: The Rate of Hospital Admissions 
Continued Its Seasonal Downward Trend Dur- 
ing October 


On an annual basis, 10.6 per cent of the eligible 
participants in Blue Cross Plans used hospital care 
during October of this year, as compared with 11.1 
per cent in September. This represents approxi- 
mately a 4.1 per cent decrease for the month. The 
cumulative rate of hospital admissions for the first 
ten months of 1942 was less than 1 per cent greater 
than for the same period in 1941, and there was a 
2.9 per cent increase in hospital admissions (on an 
annual basis) for October of this year as compared 
with October 1941. 


The average length of stay was greater (in 
eighteen plans) for October than for September, 
due, no doubt, in part to the fact that tonsillecto- 
mies and other children’s cases were taken care of 
before the opening of the school year. 


It still looks as if the rate of hospital admissions 
will not greatly exceed the utilization experienced 
in 1941. 





National Hospital Day Booth at St. Louis Convention 
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Subscriber No. 500,000 in the Minnesota Hospital Service 

Association can’t understand what the fuss is all about, 

and focuses intently on his production. He was feted by 

the Plan, found his picture in all the Twin City papers. 

He said, “It was smart to join the Plan all right, but I 

shouldn’t be getting all this publicity simply because I 
wasn’t smart enough to join long ago.” 


NONPROFIT MEDICAL SERVICE PLANS, a 
recent publication of, the Hospital Service Plan 
Commission contains pertinent data as to rates, 
benefits and management of .the medical-surgical 
plans affiliated with Blue Cross. The most recent 
addition is the new Surgical Expense Indemnity 
Plan now offered by Community Medical Care, 
Inc., New York City. Copies of this booklet may be 
obtained by writing the Commission Office. 


Tell Your Story 


This is the theme of the publicity department of 
Associated Hospital Service of Philadelphia, and 
the effectiveness with which it is applied may be 
judged by the following letter. “I arrived in Phila- 
delphia on the noon train. I found a large poster 
in the station telling me that ‘Blue Cross is a 
Vital Link in Production.’ In the taxicab, a small 
frame on the back of the driver’s seat carried the 
same message on a small two-color card. We cir- 
cled City Hall, that monstrosity and traffic hazard. 
As I gazed upward toward William Penn, confi- 
dently expecting his statue to be missing via the 
scrap pile, I saw another large banner stretched 
across Broad Street. The message was the same. 
Store windows displayed Blue Cross nurses, all 
publicizing the vital link idea. The second-run 
theater on the corner was showing “The Common 
Defense.’ The cabbie jammed on his brakes—we 
had reached the line of parade, Navy Day event. 
And the largest float, the loveliest creation, car- 
ried a bevy of Blue Cross nurses. The posters said 
something about Vital Link. I left the cab, snaked 
across the street and hopped a trolley. There was 
a Vital Link poster on the dashboard. And the lit- 
erature rack inside the car offered interesting 
folders. I looked for the Blue Cross story, and 
there it was. I finally made. Franklin Field, just 
before game time. A crowd of 70,000—a beautiful 
spectacle, and the open ends of the bowl waved 
Blue Cross flags to the breeze. When Stiff was 
tackled hard and his helmet rolled away, I fo- 
cused my binoculars to see if he carried a Blue 
Cross card in his helmet. This headpiece alone 
carried no mention of Blue Cross. But the rest of 
the town is covered—and plenty.” 





“There are two ways to pay hospital bills,” says Allen Howland “and in this picture of a window display in commemora- 
tion of the 7th anniversary of the Lehigh Valley Plan, we found that both are shown. First of course is the Blue Cross 
way, the pre-planned way, and if you will look closely at the lower left edge of the flag you will see a reflection of 
the neon display of the loan company across the street—the hard way to pay hospital bills.” 
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The Unit Record System 


In the Light of Modern Hospital Construction 


ADALINE HAYDEN, R.R.L. 


N THE LIGHT of hospital construction, the unit rec- 
ord system is relatively new and each new 
theory that forces itself upon the attention of 
librarians brings up new data for their considera- 
tion and so widens the field of investigation. This 
discussion will deal principally with the system 
from an architectural or construction standpoint. 


Definition and Use of the Unit System 


The viewpoints I shall present are probably not 
all new to those who have and are thinking of 
the unit system in the light of construction. Ob- 
viously, history must be repeated and first I would 
like to refresh your memory by giving you the 
definition of the word Unit. Unit means one, and 
under the unit system every record on a patient 
is filed under the same number. The unit system 
denotes authority, by placing all responsibility 
for the records in one department, namely the 
medical record library. 


This system is suitable for all hospitals and par- 
ticularly so for the institutions having a stable 
population. In the beginning considerable plan- 
ning and foresight are necessary. There has been 
much discussion as to the relative value of the 
system, which led to the listing of definite advan- 
tages and disadvantages. 


Advantages of the Unit System 

I would like to repeat a few of these at this 
time. The outstanding advantages are that it: 1) 
facilitates statistical work; 2) increases accessi- 
bility of information (every good physician de- 
sires to review his records occasionally and when 
patients arrive at the hospital for treatment, the 
physician desires to have a record of past treat- 
ment and medication at hand); 3) favors indi- 
vidual research; 4) avoids duplication (many 
times the patient is spared the time and inconven- 
lence as well as the expense of having a dupli- 
cation of laboratory work done); 5) economizes 
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time and personnel, and 6) saves space and ma- 
terial. 


In view of the above mentioned facts, the rec- 
ord librarian must be able to locate the medical 
record in the least possible time. There is but one 
place to look when the record is filed under the 
unit record system. 


Disadvantages of the Unit System 


The principle disadvantages are said to be: 1) 
a heavy initial outlay in old quarters; 2) difficult 
departmental treatment recording; 3) needless 
multiplication of red tape; and 4) loss and dis- 
placement of records serious. 


It would take too long to attempt an analysis of 
each advantage and disadvantage I have listed; 
however, if you will test your personal knowledge 
of the unit system by its usefulness to you, plus 
the advantages I have given, I feel certain that 
the majority will agree that the advantages far 
outweigh the disadvantages. 


What Is the Ideal Record? 


The ideal record is one that is accurately and 
fully recorded and one case properly filed is worth 
hundreds that cannot be located. The record room 
is a definite and integral part of every hospital 
but only in recent years has been accepted as 
such. In 1925 statistics revealed that approxi- 
mately twenty-seven per cent of the plans of a 
group of one hundred and twenty-six hospitals, 
ranging from eighty to four hundred and fifty 
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beds, showed no particular space for the medical 
record department. 


The impression one gathered from these statis- 
tics was that the person who planned the hospital 
had in mind the necessity of a special place for 
records and the architect fitted it in where he 
could find space for it, regardless of where that 
might be in the hospital. 


Present Trend in Hospital Planning 


Even today in a great many hospital plans the 
trend is toward providing little or no physical 
separation between the central special diet kitch- 
en and the general kitchen; isolation units with 
anticipation of the treatment of tuberculosis pa- 
tients, and allotment of space for physical ther- 
apy, x-ray and pathology departments (it has 
been suggested that these departments be put on 
the ground floor to reduce out-patient department 
traffic in other areas); planning one operating 
room for every fifty beds when the census reaches 
a certain per cent and fifty per cent of the cases 
are surgical; location of the operating room on 
the top floor; more adequate space for essential 
nursing facilities; more space for keeping supplies 
and machines. Dozens of others could be men- 
tioned and we all know these facts are vitally im- 
portant, without a doubt, and will agree, but you 
will note that not one word is mentioned about 
the location of the medical record library or the 
space allotted for records. As one very well-known 
architect states, usually the hospital is planned 
and the record librarian takes what is left. It may 
be over the boiler room on the first floor or in 
some far, dark corner in the basement. 


Things to be Considered in the Construction 
of a Record Department 


Today, more than ever before, many things are 
to be considered in the construction of a record 
department. The defense program is in high gear. 
There are rapidly changing conditions both as to 
ability to secure materials and also the cost of 
materials. There are some articles that are prac- 
tically out of circulation and of which there will 
be no more for the duration. For example, it is 
next to impossible to secure brass brads, metal 
tags, and steel files; nevertheless, some provision 
must be made to assemble and house our records. 

The important questions of construction are— 

Where should the record room be located? 
What should be the size? 

The record room should be in the administra- 
tive section of the hospital. This is usually on the 
first floor near the staff and conference rooms, as 
well as the medical library. If the record library 
is away from the administrative activities, there 
is a definite disadvantage. The attending physi- 
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cian neglects going to the department when it is 
not urgent. Central location is a time saver for 
him. The size, of course, will depend upon the 
size of the institution and the number of patients 
cared for in the hospital and in the out-patient 
department. 

In a hospital registering approximately seventy 
new cases daily, with a current file room of 40 x 
15’, the records of about five years can be carried 
very nicely. Records filed under the unit record 
system, as you are aware, are super-active and the 
question of storage must be given careful consid- 
eration. Many of the storage plans which have 
been adopted are only tentative until a better sys- 
tem can be outlined. 


Microfilming 

I believe that microfilming is the solution to 
our problem. Many hospitals have and many are 
planning to adopt the microfilming procedure. 
The Recordak Corporation is a subsidiary of the 
Eastman Kodak Company and the machines are 
rented. Records are filmed on 16 mm. film. One 
can learn to use the photographing machine in 
less than an hour. The reader, which remains in 
the record library, is either rented or purchased. 


Mr. Charles Neergard, consultant in hospital 
planning and organization and management, in- 
formed me that a new hospital of four hundred 
beds which he is designing has the record depart- 
ment on the first floor and consists of five units, 
a history study room 12 x 15’, a record room 30 x 
15’, which later will be divided into three offices, 
and a microphotography room 6 x 15’. At the be- 
ginning they are planning to develop the films in 
a well-equipped dark room in the Department of 
Photography. 

Mr. Robert Jolly, in his paper in HOSPITALS, 
August 1939, worked out some very interesting 
figures which indicate that the filing of paper rec- 
ords requires one hundred and four times the 
space needed for storing microfilms. The record 
librarian can have all the records in her office, 
which saves her making many trips to a storage 
room each day. The system saves time and money 
and eliminates danger of climbing ladders. There 
is no dust and less chance of destruction by fire. 
The Bureau of Standards in Washington tells us 
that films will last from fifty to one hundred years. 
What more could we ask? 

No doubt you are saying to yourselves, “But 
how can one film records if he uses the unit sys- 
tem?” This has been a real problem in the past, 
but we feel that it is definitely solved. 


First, I would suggest that you do not under- 
take filming until the hospital is at least five years 
old. At the end of the five-year period, make a 
complete survey of the record file room, taking 
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~ TESTED, SAFE-PROVEN SOLUTIONS 


Prepared in one of America’s oldest biological laboratories, 
Cutter Solutions are proven safe before administration— by a 
special testing staff entirely divorced from production, a de- 
partment essential to a biological laboratory. They are tested 
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ADMINISTRATION AS SIMPLE AS THIS 


Just insert connection tube or dripmeter already attached to your 
own injection tubing. No fumbling with time-consuming gadgets. 
No loose parts to wash, sterilize and assemble. It is this sim- 
plicity which makes for safety! 
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out the records of all patients who have not been 
seen in the past two years. Indicate on the folders 
that the history has been filmed and leave the 
folder in the permanent file. Have all records 
checked and in order before you start rental of 
the photography machine. You will save money 
if this is done. 


If the patient returns to the hospital and his 
former chart has been microfilmed, do not give 
him a new number. Give him the same unit num- 
ber he originally had, stating on the statistical 
sheet of the new record that the initial record has 
been microfilmed and record the date of filming. 
Films can be spliced and the additional informa- 
tion should be filmed yearly. By splicing the 
film in this manner, the unit system will not be 
interrupted and all records on the patient will re- 
main filed in one file under the same number. 


? 





Filmed records are acceptable in court and mak- 
ing the notation on the statistical sheet, stating 
that the initial record has been microfilmed, is a 
very essential step, from a legal standpoint as well 
as being of value to the record department. We 
must be very careful to note why the film has 
been spliced. This point cannot be overempha- 
sized. 


In many cases, the knowledge of the working 
of a system in another institution definitely af- 
fects our attitude toward it. 


My conclusions are that the unit system, in con- 
nection with microfilming, would be simple in use 
and complete in results, as well as economical. 


I earnestly urge your consideration of this sys- 
tem if you are considering remodeling your pres- 
ent hospital or constructing a new one. 
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Hartford Hospital Plans for the Future 


Hartford, Connecticut, and its institutions are 
anticipating the future program for the mainte- 
nance and operation of hospitals not only during 
the war period but after the war. 


Hartford Hospital, long before Pearl Harbor, 
had started an expansion program involving an 
expenditure of five million dollars. This sum 
would have been raised by public subscription. 


It is interesting to note that practically all cam- 
paigns for charity purposes have reached their 
goals and it is a fact that people having funds to 
give can give more at less cost to themselves per- 
sonally than at any time in the history. People 
who are particularly well-to-do and have funds 
which they wish to give to charitable agencies can, 
under existing laws and regulations, give $100,000 
to any charitable project providing this amount 
comes within a limit for tax deductible purposes, 
at a cost to themselves of a few thousand dollars, 
and many philanthropic citizens are using their 
surplus funds in establishing the permanency and 
security of hospitals and other charitable activ- 
ities. 

In appealing for subscriptions to their fund, 
which they have reasonable assurance will be se- 
cured, Hartford Hospital emphasizes the fact that 
“In war as in peace we must take care of our own. 
In war even more than in peace, we need the pro- 
tection and services of great modern hospitals.” 
It further emphasizes that the function of the hos- 
pitals in safeguarding the health of workers and 
their families, returning men and women to lathes 
and assembly lines quicker than would be possible 
otherwise, and by saving the very lives of workers 
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and potential workers, is an important factor in 
helping to keep the war machine in gear. 


The care of civilian injured or disabled in at- 
tacks, in sabotage, or in other instances of war- 
fare; the care of the mother and the newborn 
baby, of children, housewives, aged and others of 
the civilian population is the responsibility of the 
civilian hospitals. 

The doctors and nurses are dependent very 
largely upon the voluntary institutions, and “in- 
terwoven with and deriving from these and other 
tangible contributions to the war effort, the hos- 
pital system is indispensable to the support of the 
spiritual as well as the physical ‘tone’ of the whole 
nation.” 


The hospital must give due consideration to 
post-war planning. It is imperative that changing 
conditions with their resulting trends in both med- 
ical and hospital practice undoubtedly call for a 
new view and a reconstruction of program for the 
future security of our institutions and their suc- 
cessful operation. 


Each hospital, large or small, should concern 
itself with this particularly vital question and at 
this time, and from the plannings and thought of 
these institutions, their administrators and their 
boards of trustees there should be, and undoubt- 
edly will be, crystalized a system for the care of 
the health of the people of this nation and the de- 
velopment and extension of hospital care for them 
which will insure the order and deportment of 
our present hospital system and make it not only 
more useful but more permanent. 
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Modern Policies for a Fifty Bed Hospital 


MAX E. GERFEN 


py medium in mind, not too much on the war 

side and with a definite purpose of outlining 
administrative policies as applied to present-day 
hospital practice. Many of the suggestions made 
here will help in retaining your personnel during 
this emergency. Hospitals with unchanging inter- 
nal policies will face a greater shortage of help as 
the months go by. 


T™ DISCUSSION has been prepared with a hap- 


This discussion is intended to reflect a few 
sound principles of administration in the small 
hospital. By this statement I mean policies in re- 
lation to administration of the hospital without 
touching on the policy outlined between the board 
and the administrator. It is assumed that the in- 
ternal operating policies are in conformity with 
the general policies outlined by the board to the 
administrator. 


The hospital up to a fifty bed capacity comprises 
about fifty per cent of the hospitals throughout our 
nation. Internal administration has changed great- 
ly in recent years. No longer is a hospital a cold, 
unfriendly institution. So it is well to determine if 
we have progressed with modern trends. 


By way of introduction, it can be said that those 
of us who head a small hospital have certain ad- 
vantages over our big brothers. We do not have to 
worry about a drug store, a soda fountain, a flower 
shop, or food stores. While these operations prob- 
ably provide a source of revenue, I am inclined to 
think with the revenue comes a few headaches. 
Our particular advantage in being a small hospi- 
tal is that we can carry on the administration of 
our hospitals with full and complete knowledge of 
what is going on in all departments. 


The Administrator’s Contact with the Patients 


If there is one thing an administrator in the 
small hospital should do, it is to visit all the pa- 
tients once a day. I believe all of our women ad- 
ministrator probably do make a practice of visit- 
ing the patients, but you men in small hospitals, 
please remember to visit your patients. They will 
appreciate your visit and you will create an at- 
mosphere of friendliness. The patients will feel 
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you are interested in their cases and,-what is more, 
your visits will result in better collections of pa- 
tient accounts. Make no distinction because of 
financial standing; the poor should be visited as 
well as the rich. Another very good policy to keep 
is to bid goodbye to the patient at the time of dis- 
charge. I suppose some of you will say you are too 
busy for all this; my reply is, it is worth the time 
it takes to send the patient home in good spirits. 
One more line about the patient: get to know the 
relatives if possible and call them by name—it 
should not be difficult in a small town. You will 
make your patients remember their stay with 
some element of pleasure by following these sim- 
ple policies. 
Staff Relationships 


Could anything bother a hospital superintend- 
ent more than jealousy, discord, and ill feeling 
among the members of the small medical staff? It 
has been said that to keep a small group of doc- 
tors happy is a job in itself—very true. If you 
have that problem, it can be remedied by proper 
treatment. You can do a bit of human relation 
work that will reserve a seat for you inside the 
pearly gates. A big thing to remember is to greet 
your doctors in the morning as they come in— 
chat a minute or two, ask about the family—you 
can talk about any number of things but do be 
there to say good morning. Please do not forget 
that point; it is important. Next, be very honest, 
truthful, and sincere in your relationship with 
your medical staff—no gossip or loose talk; show 
them you respect their views no matter how im- 
practical they may seem to you. Listen to their 
suggestions, ask their advice on problems that af- 
fect them, but above all do not show favoritism. 
That is difficult to do, especially when we can 
sometimes in a small way evaluate the ability of 
some of the doctors. Disregard your personal feel- 
ing in regard to the ability of the doctors and treat 
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Precise 
Light Angulation 
Vital in Laparotomy 


Plenty of soft, shadowless light at the 
bottom of the incision is what every sur- 
geon wants—and it’s what he gets all 
through the operation when the light is 
a Castle. It’s never necessary to move the 
table, 
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THE AXIS OF VISION 


The Problem—Different patients im- 
pose different lighting problems. Loca- 
tion of organs, obesity or emaciation of 
patient, character of operation—all may 
affect the angle of the incision. Yet, light 
must be projected to the bottom and 
uniformly along the sides of every inci- 
sion. The path your scalpel is to take 
must be adequately illuminated. 









The Solution—A Castle Operating 
Light. Not only can it be pre-adjusted 
to a basic position, anywhere within a 
7-foot circle, but, during the operation, it 
can be precisely adjusted—at the touch 
of a fingertip—to project the full conc- 
entration of light along the axis of 
vision, regardless of the angle the in- 
cision takes. 
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all of them the same, in a fair way or you will get 
yourself into trouble—and likely out of town. 


Remember also, your doctors are all pretty good 
fellows underneath it all so overlook minor dis- 
cords. Serve them nourishment if they are in the 
operating room a long time, ask them to stay to 
dinner if they are waiting for a case, serve refresh- 
ments at their medical staff meetings. All these 
things will bring you close to your staff. We make 
it a practice to hold a dinner meeting for our 
medical staff twice a year at no expense to the 
doctors. There are other minor things you can do 
to visibly show your willingness to cooperate with 
them. 


How about the doctor who just will not use the 
hospital unless in extreme cases. A good policy is 
to issue a letter periodically, say every two 
months, telling the actual facts of the hospital— 
the number of patients per day, the number of 
births, the total expense, the total cash receipts, 
the amount of the deficit. In this same letter thank 
the men for their cooperation and help, express 
your desire to improve the equipment and service 
if need be, and soon the men will begin to feel, 
and justly so, that they actually are responsible 
for the showing of the hospital. One of the best 
means of insuring unity is the telling of facts in 
a simple way. 

Now a word about the doctor who sends his pa- 
tients to the city near-by. Why not, at the right 
time, have a heart-to-heart talk with him about 
this condition. You have every ethical right to find 
out from the doctor himself, why he is sending 
patients elsewhere. I refer to such cases as could 
be sent to the local hospital, realizing that certain 
types of cases must be referred to other hospitals. 


In summarizing your policy towards your doc- 
tors in the small hospital, it should be one of 
frankness, honesty, firmness, and by all means, of 
cheerful cooperation. Some are probably skeptical 
about my suggestions—they worked with us. 


The Hospital Employees 


We come now to the policies of the persons 
working under the administrator in the small hos- 
pital. As a reminder to some who are not aware of 
the great change in the last year as the result of 
the war in so far as personnel relations are con- 
cerned, let me say, that you, in the capacity of the 
directing head of the hospital, are no longer the 
“holier than thou” dictator in the hospital. Today, 
small hospitals have one thing that our big broth- 
ers seldom have; that is an attitude of personal 
service, and cheerfulness and friendliness through- 
out the hospital. This attitude can only be attained 
through happy nurses, aides, maids, office force, 
and administrator. The things that will make your 
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people happy are: a fair salary, as good hours as 
possible, fair and respectful treatment and a few 
words of appreciation and praise from you, good 
food, and the essential equipment to do a good 
job. Time was, not so long ago, when a nurse 
caught smiling or laughing quietly would be dis- 
charged immediately. Today that very thing might 
well be encouraged. 


In a small place where nurse and doctor get to 
know each other quite well, what harm is there 
in a little friendliness on the floor. Efficiency or 
service should not be sacrificed to attain this 
friendliness. Many is the time I have seen a nurse 
being “hauled over the fire” in the halls, in the 
record room, or wherever she may be for minor 
offenses. 


If you make unreasonable demands, you will 
have an acute shortage of personnel. The people 
who work with you are willing to do their best 
and an understanding of their problems will help 
a lot. Your people are intelligent and you can ac- 
quire harmony through being a friendly, coopera- 
tive boss and not a small-town tin god. Have peri- 
odic informal meetings with your people and tell 
them how the hospital is doing or of any partic- 
ular problem, or do as we do, enclose the informa- 
tion in everyone’s pay envelope. Ask advice and 
help, and above all, no matter what troubles you 
have had, thank all of your people at the meeting 
or in the letter for all they have done. It is these 
simple inexpensive gestures on your part that will 
get your fellow worker back of you 100 per cent. 
Be liberal in appreciation and praise, be stingy 
with criticism and fault finding. Quite often you 
will find a person or two on your staff as educated 
or experienced as yourself; the most natural way 
to react would be jealousy of any suggestion from 
that source. Try to cultivate cooperation from 
those people as well as your entire staff. 


Another excellent thing to do is to greet your 
people on your morning rounds; a “Good Morn- 
ing” with a smile will help a lot to maintain 
morale. Above all be sincere in your greeting. The 
aides and maids will appreciate a word also. You 
will get efficiency by being human and kind. And 
while I am on the human side of personnel rela- 
tions, I want to ask that you come down from 
your lofty perch as superintendent and be one of 
your fellow workers. Ethics and discipline can be 
maintained without the air of superiority. After 
all, your pay check comes from the same source 
as your janitor’s and your success is dependent on 
how well each of your people performs his task. 


It is very easy to attain the undesired reputa- 
tion of “egotist” in the small town and the reflec- 
tion is entirely on the hospital. I can think of 
quite a few administrators, whom I could call by 
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name, who have been referred to as “a cranky old’ 


maid,” “an unfriendly and egotistical man.” Then 
there is the comment, “Why, I never see the su- 
perintendent; he is too busy.” I want to stress this 
point now—never be too busy where your people 
or patients are involved. Your office should be 
open at all times when your employees want ad- 
vice or help in any manner. Your hospital is small 
enough so that you can really maintain a happy 
family atmosphere. If you acquire that condition 
it will reflect throughout your ‘hospital and bring 
you blessings many times over. While no claim is 
made by the writer of being a personnel expert we 
have not had a resignation from our staff, except 
for marriage or military duty for the past twenty 
months. 
General Policies 


General policies which you should be following 
are: two weeks vacation with pay; two weeks sick 
leave and overtime pay. A last policy suggestion 
in regard to your nurses is the organization of all 
professional persons. Hold a meeting every two 
weeks for half an hour, invite suggestions, ask for 
ways to better your service, ask for complaints, and 
attempt to settle or adjust reasonable demands. 


And now we come to policies in relation to the 
community. Here is an opportunity to develop a 
good reputation for your hospital. In a small com- 


munity, gossip, stories however fantastic, and ru- 
mors usually are quite plentiful. This can all be 
stopped and changed to words of praise and good 
will. To stop gossip and rumors is not always an 
easy task. Be sure your hospital staff is “for” you 
and your hospital. Publish your monthly reports in 
the newspaper. Keep up interest through inviting 
clubs, societies, and civic groups to visit your hos- 
pital and show them the interesting things in rela- 
tion to the community. Especially, cultivate the 
ministers in the small community. Call them or 
notify them if any member of their parish enters 
the hospital. The clergy is your one big stand-by in 
promotion of good will. Next, invite your school 
teachers to the hospital and explain the different 
departments so they too will understand what you 
are attempting to do. 


Accept every opportunity to speak to clubs and 
societies on the hospital. Be very sincere and 
truthful in all that you say. You must constantly 
cultivate the community, stimulating the interest 
of the people in your hospital. 


After your patients are discharged send them a 
letter asking for their suggestions on improving 
your service. Ask them if the food was good. Ask 
them if they received the care they desired, and 
above all thank them for their cooperation while 
a patient. 





A Serious Hospital Shortage Threatens 


In practically every hospital area in the United 
States comes the report of overcrowding of present 
hospital facilities. Eighty per cent bed occupancy 
has long been considered the maximum under 
which hospitals could operate with the greatest 
efficiency. Many hospitals are reporting one hun- 
dred per cent or more occupancy and turning away 
patients who under ordinary circumstances would 
be promptly admitted to our institutions. 


The Federal Works Agency, as of September 1, 
1942, has approved fifty new hospital projects cost- 
ing a total of $18,345,000, and one hundred twenty- 
five additions to hospitals costing $30,960,000; there 
have been established 105 health center projects 
costing over $5,000,000, and eight quarantine proj- 
ects costing $500,000. Hospital construction is now 
fifth in the order of priority for welfare protection 
coming after water supply, fire fighting, sewerage, 
and access road and bridge projects. For this rea- 
son construction of new hospitals or new additions 
to existing hospitals presents a rather serious pic- 
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ture. In planning construction of new hospitals or 
additions to existing hospitals money, as impor- 
tant as it is, is a minor situation as compared to 
materials needed and to labor necessary for the 
completion of hospital projects. Certain it is that 
the majority, if not all, of such projects will be 
temporary in nature and this may be just as well 
for the reason that after the great industrial activ- 
ity period through which the country is now going 
there will be undoubtedly a readjustment of popu- 
lations and many communities which have as- 
sumed metropolitan proportions will return to 
practically their normal populations. 


While it can not be prophesied that the normal 
existence of hospital disabilities will be materially 
reduced, it can be anticipated that the great de- 
mand for hospital accommodations which is being 
experienced today will not be as great at the close 
of the war and the period immediately following 
the war. 
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Inclusive Rates—Custom Built’ 


ERIC W. CRUSER 


tals establish rates for their various services; 

whether they be charging for room plus extras 
or furnishing care on an inclusive plan. Elaborate 
cost accounting systems have been applied to 
some hospitals but they are the exception rather 
than the rule; however, when they have been well 
done, a good basis for figuring charges for room 
and extras is available. On the other hand inclu- 
sive rates have a definite advantages in that they 
can be based on such analysis as can be made with 
the available data in almost any hospital and with- 
out resorting to the complicated cost analysis. 


Ti SHOULD be a definite basis on which hos- 


Thorough Study Necessary 


The advantages and some of the variations of 
inclusive rates have been well covered in the 
many excellent articles which have appeared in 
hospital publications from time to time. A hospital 
should not change over to inclusive rates without 
a very thorough investigation of existing condi- 
tions and not until the authorities of a particular 
hospital are certain that the change will be an 
improvement. It is well to make a sort of balance 
sheet, listing the advantages and disadvantages of 
the rate schedule in use and in turn doing the 
same thing for any proposed system of inclusive 
rates. This was done at Paul Kimball Hospital 
when we first thought of changing over and the 
result indicated that the inclusive plan had more 
advantages and fewer disadvantages than the con- 
ventional system then in use. The plan should 
also be thoroughly discussed with the board of 
trustees and the medical staff in order to assure 
complete understanding and cooperation. 


Before setting up the actual rates the total in- 
come to be realized from hospital services to pa- 
tients should be determined. This can be quite 
accurately gauged from previous experience. A 
careful analysis of a representative group of rec- 
ords from former patients should be prepared to 
insure that no particular type of patient is penal- 
ized. Paul Kimball Hospital is a seventy-five bed, 
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general hospital and in our case this analysis in- 
cluded all full-pay patients of the previous year, 
a total of 576 patients who had received 4549 days 
care. In larger hospitals it probably would not 
be necessary to analyze a complete year’s work, 
but enough cases should be studied to indicate a 
good cross section. Our tabulations for this study 
separated all the accommodations available, and 
under each type accommodation were shown the 
number of patients staying various lengths of 
time; from the shortest possible stay, one day, up 
to the maximum stay which had been recorded. 
The analysis showed the income realized from the 
rates in use and these were further broken down 
to show the income from the basic room rates, 
total extra services and extra services such as 
special nurses’ board or telephone, which would 
not be covered in our inclusive rate. 


Formulating Rates to Individual Needs 


Inclusive rates have usually followed one of 
two basic patterns. In the first type a uniform fee 
for extra services is added to the regular room 
charge and applies throughout the hospital stay 
and in the second the average extra service 
charge per case, with such additions as may be 
necessary for increased use of extra service in the 
inclusive plan, is distributed over the first few 
days of hospitalization. It is a wise plan to set up 
tentative inclusive rate schedules using both plans 
and applying them to the cases contained in the 
study mentioned in the preceding paragraph. The 
results that would be obtained under such cir- 
cumstances should then be studied to ascertain 
whether the charges are equitably distributed and 
if the final result is all that is to be desired. Here 
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Perhaps 
YOU Know 
the Answer 


As a whole, the profession is in dire 
circumstances . . . Military services 
have depleted civilian ranks and civil- 
ian duties have become multiplied. 
Hospitals and institutions are clamor- 
ing for doctors and nurses in every classification. Perhaps 
you know some of the “old timers" who for one reason or 
another are not now on the "active" list. For them not only 
patriotic duty beckons, but opportunity calls as well... 
positions attractive in pay and prestige await the profes- 
sional man or woman who can qualify. Let's enroll all who 
can alleviate the situation . . . tell every inactive member 
of the profession about this bureau or... tell us about 
them ... either way you'll perform a service of incalcul- 
able value. 
Particulars of these vital positions are of interest to every 
one in the medical profession. Shall we tell you more? 
Your correspondence will be kept in strictest confidence. 
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Especially designed and made for hospital 
service, Carrom Wood Furniture doesn’t mar 
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at Paul Kimball Hospital seven different rate plans 
were tried before our goal was reached. The sys- 
tem finally evolved was a combination of the two 


basic arrangements as were described earlier in . 


this paragraph. A flat daily charge of $2.00 per 
day for extra services was added to the room rate 
for each day of patient stay in the hospital. This 
rate applies to any patient who is not acutely ill 
and does not need the comprehensive services of 
the hospital. It includes only room, board, ordin- 
ary nursing care, drugs and medicines, and rou- 
tine laboratory work (blood count and urinalysis). 
An additional $20.00 for extra services is applied 
when major facilities are required and is distrib- 
uted over the first four days as follows; first day 
$8.00, second day $6.00, third day $4.00, fourth day 
$2.00. It is generally known when a patient is ad- 
mitted which rate will apply; however, when a 
patient who was not acutely ill on admittance 
and, consequently, would come under the rate 
category as first described, should be found in need 
of major items, he or she is transferred to the rate 
which was formulated for comprehensive service. 
This does not happen often and when it has been 
necessary we have had no dissatisfaction on the 
part of the patient or their relatives. Of course our 
booklet listing the rates and information for pa- 
tients and visitors clearly stipulates this condition. 


Reasons for Choice of Particular Rate Set-up 


This particular combination of the basic types 
of inclusive rates was used in Paul Kimball Hos- 
pital because our analysis indicated that either 
system alone would either penalize the patients 
with a short hospital stay or those that stayed for 
a longer time. In every instance examined in our 
tabulations, the long stay patients in this institu- 


tion received many extra service items throughout - 


their stay but I also want to add that even with 
the rate system as last outlined, their expense was 
less than it was on the old system of room plus 
extras. This seems just, inasmuch as any benefit 
of lessened expense should go to the person who 
requires prolonged hospitalization and especially 
so if that person be a wage earner who through 
ill fortune will of necessity be without income 
for a considerable period. 


Flat Rate for Maternity Service 


Many hospitals are now using flat rates for 
maternity service and there is no reason they 
should not be continued even if the inclusive plan 
is adopted for the other types of patients. We have 
done this and since a considerable saving is effect- 
ed with the flat rate, we have a stipulation that 
requires the full payment within twenty four 
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hours after admission; otherwise, the regular in- 
clusive rates apply. 


Collection Methods 


Collection methods need not be changed when 
inclusive rates are used, but in our own instance 
we had formerly tried to collect accounts one week 
in advance and the hospital-had received adverse 
criticism because of this practice. We are located 
in a comparatively small village where the major- 
ity of the patients are known to the hospital per- 
sonnel and it is my belief that this attitude was 
the result of that fact. When the inclusive rates 
were adopted we discontinued this source of an- 
noyance and no longer request advance payments; 
however, we do allow a 5 per cent discount if the 
bill is fully paid before a patient leaves the hos- 
pital. We have found this most satisfactory. Col- 
lections have improved and the general attitude 
of the community toward the hospital is better. 


Periodic Comparison 


Comparisons of results obtained with any given 
rate schedule should be made from time to time 
to ascertain whether the desired conditions are 
being maintained. A variation may occur in either 
direction, that is a surplus might be built up (it 
can happen) or as is the usual case a deficit might 
be incurred. Either in any sizeable amount is an 
indication that adjustments are in order. Inclusive 
rates were adopted at Paul Kimball Hospital as 


, of December 1, 1941 and a comparison was recently 
‘made after nine months experience with them 


and our income from patients was $107. more than 
we had figured on in that period of time. This is 
only a fraction of 1 per cent out of the way so, 
consequently, assures us that our present rate set- 
up is correct for our present circumstances. Should 
there be a sizeable discrepancy, inclusive rates 
have the advantage that they are very easily 
adjusted. 


Some Favorable Factors of Inclusive Rates 


An inclusive rate is not a bargain rate, it is not 
perfect, nor should it be considered as a cure-all 
for all hospital ills. From a business standpoint it 
is very sound and practical. Compared to the room 
plus extras method of billing, it is simple and in 
its simplicity lies much of its strength. Most im- 
portant of all it assures each and every patient a 
superior type of care in that the complete facilities 
of the hospital are at the disposal of his doctor 
when they are needed and the worry and uncer- 
tainty of what the cost will be is eliminated. In- 
clusive rates can and should be “custom built” to 
fit the institution. 
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Every adjustment necessary to care for all types of frac- 


tures is achieved safely and easily—and without ob- 


struction. 


The fittings are of the “split type,” quickly moved or 
removed. The continuous posts and cross rods of the 
overhead frame allow free movement of the side rods 
and center bar. The handgrips can be positioned where 
wanted, arm rest can be positioned on either side, and 
extension stems on the casters incline the bed where 


desired. 


matically locking. 


FRANK A. HALL & SONS, New York, N. Y. 


Offices: 118-122 Baxter St. | Member of Hospital Industries’ Association Salesrooms: 200 Madison Ave. 


as shown in illustration, has a strap bottom, separate 
canvas backrest, arm stretcher, Bradford frame, etc. 
This Bradford frame slides in and can be used as a 
stretcher. Note that the spring raises and lowers, auto- 
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Thomas F. Alexander, who for seven years was 
a member and chairman of the hospital board of 
Tampa, and later superintendent of the Tampa 
Hospital, Tampa, Florida, for five years, has been 
appointed superintendent of the Good Samaritan 
Hospital, West Palm Beach, Florida, to succeed 
E. C. H. Pearson now in military service. Mr. 
Alexander, at the time of his appointment to the 
Good Samaritan Hospital, was assistant superin- 
tendent of the Florida State Hospital, Chatta- 
hoochee, Florida. 





J. David Anderson, superintendent of the Greene 
County Hospital, Jefferson, Iowa, has been granted 
a leave of absence to enter the Medical Adminis- 
trative Corps of the United States Army. Henry 
Jongewaard will assume the duties of the superin- 
tendent for the duration. 





Harold L. Bettis has ‘been named administra- 
tor of the Shelby Hospital, Shelby, North Carolina. 


ror 
+ 





James G. Capossela has been appointed superin- 
tendent of Emergency Hospital, Washington, D. C., 
effective October 31, to succeed B. B. Sandidge, 
who died recently. Mr. Capossela had been assist- 
ant superintendent of the Emergency Hospital 
since 1938. 





R. Arthur Carvolth, superintendent of Potsdam 
Hospital, Potsdam, New York, has received a com- 
mission as Lieutenant in the Medical Administra- 
tive Corps of the United States Army. 


os 
++ 





Eric W. Cruser, administrator of the Paul Kim- 
ball Hospital, Lakewood, New Jersey, has received 
an appointment as a Second Lieutenant in the 
Medical Administrative Corps of the United States 
Army. Mr. Cruser has been granted a leave of 
absence and Waldo E. Holbrook, who has been 
president of the board of trustees of the Paul Kim- 
ball Hospital for some years, will take over Mr. 
Cruser’s duties for the duration. 


Melissa M. Dailey has resigned as superintend- 
ent of the Samaritan Hospital, Ashland, Ohio. Miss 
Dailey, who has been superintendent of the hos- 
pital for seven years, plans to retire. 








William J. Donnelly has resigned as superin- 
tendent of the Princeton Hospital, Princeton, 
New Jersey, to accept the superintendency of 
the Greenwich Hospital, Greenwich, Connecticut. 
Burton H. Morrell, assistant superintendent of the 
United Hospital, Port Chester, New York, has been 
appointed to succeed Mr. Donnelly. 





Bernard C. Dyer has been appointed comptroller 
and credit manager of Middlesex Hospital, Mid- 
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dletown, Connecticut, to succeed Ralph W. Lee, 
who resigned. 





Rose D. Edwards, superintendent of South 
County Hospital, Wakefield, Rhode Island, has 
been assigned to active duty in the Rhode Island 
Nurses’ Unit of the United States Army, and Mrs. 
Elsie M. Bowler has been appointed superintend- 
ent during Miss Edwards’ absence. 





Clyde W. S. Fox, assistant superintendent of the 
Stanford University Hospital, San Francisco, has 
received a commission as a Captain in the Medical 
Administrative Corps of the United States Army 
and has reported to Camp Grant, Illinois. 


A. O. Fonkalsrud, superintendent of the Mans- 
field General Hospital, Mansfield, Ohio, has been 
commissioned as a Lieutenant in the Medical Ad- 
ministrative Corps of the United States Army and 
has reported to Camp Grant. 


Dr. William C. Gaebler, director of state hos- 
pital inspection for the department of mental 
health, will assume the duties of the superintend- 
ent of Metropolitan State Hospital, Waltham, 
Massachusetts, during the absence of Dr. Roy D. 
Halloran who is now a Colonel in the Medical Ad- 
ministrative Corps of the United States Army. 








Jessie Hendrix is superintendent of the new 
Amarillo Hospital and Clinic, Amarillo, Texas. 
Martha Bradford is superintendent of nurses. 


++ 


A. Gibson Howell, for three years administra- 
tive assistant at the Medical College of Virginia 
Hospitals, has resigned to accept the superintend- 
ency of Raiford Hospital, Franklin, Virginia. 











Howard Johnson has been appointed manager of 
the Marion General Hospital, Marion, Indiana, suc- 
ceeding Mabel Kuebler, who resigned. 





Miss Lake Johnson, who went to Chattanooga, 
Tennessee, six months ago from Good Samaritan 
Hospital, Lexington, Kentucky, to become tem- 
porary superintendent of the Baroness Erlanger 
Hospital, has asked to be relieved of her duties 
because of ill health. Homer C. Harris, formerly 
superintendent of the Virginia Municipal Hospital, 
Virginia, Minnesota, has replaced Miss Johnson as 
superintendent of the Baroness Erlanger Hospital. 


Dr. Karl P. Meister has been named as superin- 
tendent of St. Luke’s Hospital, Cedar Rapids, 
Iowa, to succeed Dr. J. P. Van Horn, who will re- 
tire. 








Dr. Winthrop B. Osgood, assistant superintend- 
ent of the Peter Bent Brigham Hospital, Boston, 
Massachusetts, has been appointed superintendent 
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of the Memorial Hospital, Worcester, Massachu- 
setts to succeed Dr. George H. Stone, who resigned. 





oe 
++ 


George E. Peale, assistant superintendent and 
auditor at the California Hospital, Los Angeles, 
California, has been commissioned as a Second 
Lieutenant in the Medical Administrative Corps 
of the United States Army and has reported for 
duty at Camp Grant, Illinois. Mr. Peale has been 
with the California Hospital since May 1940, and 
prior to that time was assistant administrator and 
auditor for the Associated Hospital Service of 
Southern California. 





oe 
i 


Orville Peterson has resigned as superintendent 
of Memorial Hospital, Eldora, Iowa, to enter the 
Medical Administrative Corps of the United States 
Army, and Mrs. Celeste Kemler has been named 
as Mr. Peterson’s successor. 





R. E. Raper, formerly director of the Springfield 
City Hospital, Springfield, Ohio, has accepted the 
position as executive director of the new Memorial 
Hospital, Springfield, Illinois. May B. Russell, as- 
sistant executive director of Springfield City Hos- 
pital, is acting as director until a new director is 
appointed. 


+ 





James L. Rogers, administrator of the Ellis 
Fischel State Cancer Hospital, Columbia, Missouri, 
has been commissioned as a Captain in the Med- 
ical Administrative Corps of the United States 
Army. 





Powe 


N. Gertrude Sharpe, R. N., has resigned as su- 
perintendent of the Morton Hospital, Taunton, 
Massachusetts. 





+ 


Dr. B. F. Smith has resigned as superintendent 
of the Rochester State Hospital, Rochester, Min- 
nesota, to accept the superintendency of the Mis- 
souri, State Hospital, St. Joseph, Missouri, suc- 
ceeding Dr. Orr Mullinax who has entered mili- 
tary service. 





Dale L. Smith, superintendent of Santa Fe Hos- 
pital, Los Angeles, California, and president of the 
Association of Western Hospitals, has been ap- 
pointed as executive assistant to the Superintend- 
ent of Charities and the Director of Institutions 
of Los Angeles County, and will rank equal with 
the respective administrators of Los Angeles’ three 
major hospitals. Arthur J. Will, Director of Insti- 
tutions of Los Angeles County, in announcing the 
appointment, states that Mr. Smith will materially 
assist the operation of the County Institutions and 
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has wide experience in hospital administration and 
management will be of the largest possible value 
to the Department of Institutions. Mr. Smith was 
the unanimous choice of the executive staff of the 
Department. 





First Lieutenant Mabel Stevens of the United 
States Army Nurse Corps, has been placed in 
charge of a hospital at Camp Kohler near Sacra- 
mento, California. Lieutenant Stevens is a veteran 
of the battle at Bataan. 





Dr. George H. Stone has resigned as superin- 
tendent of Memorial Hospital, Worcester, Massa- 
chusetts, because of ill health. 





Keith O. Taylor has assumed his duties as ad- 
ministrator of Children’s Hospital of the East Bay, 
Oakland, California. 





Colonel D. F. Winn, United States Army Medical 


Corps, has been assigned as commanding officer of 
Schick General Hospital, Clinton, Iowa. 





++ 


Ronald Yaw, director of Blodgett Memorial Hos- 
pital, Grand Rapids, Michigan, has been commis- 
sioned as a Second Lieutenant in the Medical Ad- 
ministrative Corps of the United States Army and 
has reported to Camp Grant. During Mr. Yaw’s 


absence, M. C. Miller, for many years a trustee of 
Blodgett Memorial Hospital, will assume the ad- 
ministrator’s responsibilities. 





o+ 


Sister Mary Xavier has resigned as superin- 
tendent of Mercy Hospital, Charlotte, North Car- 
olina, to become superintendent of St. Joseph’s 
Hospital, Asheville, North Carolina, succeeding 
Mother Mary Bride, who has retired. Mother M. 
Raphael is now superintendent of Mercy Hospital 
at Charlotte. 





Santa Monica, California—St. John’s Hospital, 
Santa Monica, California, operated by the Sisters 
of Charity of Leavenworth, was dedicated on Oc- 
tober 25. The dedicatory address was delivered by 
the Most Reverend John J. Cantwell, archbishop 
of Los Angeles. Seven hundred fifty thousand dol- 
lars were spent in constructing and equiping the 
new hospital. 





Washington, D. C.—The Federal Works Agency 
has announced that an additional $1,329,000 has 
been released for the hospital expansion program 
in the District of Columbia. The supplementary 
funds will provide 494 additional beds and the 
Federal Works Agency is planning to provide 1700 

(Continued on page 128) 
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Pe . ae: © Au 
Blackout, Hospital, St. Mary of Nazareth Hospital, 
Chicago A 
Blood and plasma bank at John Gaston Hospital, 
Diggs, L. W., M.D.; Spann, Jeannette, A.B............. July- 60 
Blood and plasma banks, Advantages and dangers 
of, Rhoads, Jonathan E., M.D 
Blood transfusion service—Emergency organiza- 
tion of hospitals in Great Britain during war, 
Frazer 
Blue Cross plan news R 
Aug.-103, Sept.- 97, Oct.- 77, Nov.- 89, Dec.- 91 
Blue Cross plans are the answer, Mannix, John 
RES EGE cae rs, See eae tectny We eat eee ee. eee reel Oct.- 15 
Blue Cross plans——Hospitals in war, McNutt Nov.- 23 
Blue Cross plans, Incidence of hospitalization in, 
first six months, 1942, Norby, Maurice J 
Blue Cross plans-—Presidential address, 
Lean 
Blue Cross plans Social responsibilities of physi- 
cian and hospital, Keller 
Blue Cross plans—We shall not fail—Ed 
Borden, Richard P.—Obituary 
Borzilleri, Charles R., M.D.,—Obituary 
Budgetary control, Clark, Guy J 
Bureau of Government Requirements—Civil hos- 
pitals under Hon. Maury Maverick—Ed Sept.- 70 





Cc 


California needs public health nurses 
Catgut, Hoarding of, Morgan, Col. C. V. 
Catgut in hospitals, Use of 
Charitable hospital—liability for taxes 
Charts, Forms, Graphs, Tables— 
Biological and pathological laboratory plans and 
organization, Muckenfuss; Basil 
Incidence of hospitalization in Blue Cross plans 
first six months 1942, Norby 
Out-patient department records, Analysis of, 
Seligman Sept. - 94 
Out-patient service during war emergency, Re- 
organization of, Smith Oct. 
Price trend of hospital commodities, McGill......July- 55, 
Aug.- 52, Sept.- 62, Oct.- 70, Nov.- 78, Dec.- 57 
Routine of gastrointestinal clinic, Greenpoint 
Hospital, Seley; Rapp 
Selection of hospitals in small urban areas, 
Mountin; Pennell 
Chemical agent used in preoperative skin disin- 
fection, Factors influencing, Picchioni, Ann M., 
BRAID ins obese Screg sae naca les cures veh cae eee onan eased Oct.- 
China at war, Hsia, C. L., Ph.D., Hon 
Civilian defense—emergency base hospitals 
Civilian defense--Hospital degassing station, Re- 





my 

Civilian hospital in wartime—from point of view 
of medical social service, Cannon, Ida M 

Clinical photography in smaller hospitals, Died- 
rick, Melford D 

Clinical records—Efficiency and economy through 
unit record system, Sutton 

a". Harry D., M.D.—Obituary 
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Conservation and salvage program in hospitals— 





Conservation in hospitals, Negri, Anton C 

Conservation—War on waste exhibit, Raymunda, 
Sister 

Conserve hospital rubber goods, How to, Palmer, 
ec yl Ls Cg ee URNS BERL Ser Sean ich OUR ia A ink a ee Dec.- 

Cost of hospital service, Meeting increased requires 
united effort, Stasel 

Cost of hospital ean Increased, Richardson, 
Dennett L., Aug 

_ povedlr Facer of department, Reid, Leslie 

Sept.- 





Costs, Suggestions for ene increased, Savage, 
=. Godfrey ; 





D 


de Almeida, Doctor Teofilo honored 

Degassing station, Hospital, Remy, Charles Ed- 
ward, M.D., F.A.C.H.A 

Degassing stations 

Diekmann, Rev. Dr. John A., Thirty years of 
service : 

Dietary defense, Kalsem, Millie E., B.S................... Sept.-102 

Dietary department—Fat saving 

Dietary department—Food lifts—Hospitals’ ver- 
tical transportation equipment, Nugent 

Dietary department—Meat situation 

Disinfectants, new 





Economy in wartime—Ed 


Editorials— 

American College of Hospital Administrators 
poll of opinion 

American Hospital Association war conference 
of hospitals, St. Louis, 1942, M.T.M 

Annual award of merit 

Borden, Richard P 

Civil hospitals under Hon. Maury Maverick 

Committee on hospitals of procurement and as- 
signment service 

Competition for interns—Ed p 

Conservation and salvage program in hospitals..Aug - 

Economy in wartime, E.M.B Oct.- 

Getting Together 5 BiB? 6.0. coc. iicetssscesc. cece otasessseonk Sept.- 

Goldwater, Sigismund Schultz, M.D.—We 
MOUPN<OUT LOSS; TIVES. sccsscicc0s Joos tec lecietccdede seed Nov - 
Honor deserved 

Hospital salvage 

“Hospitals on their own” 

i trustees in these changing times, 

House of Delegates, 1942... 3 

Plow to neln: Teriler, © .GiP ooo schoo cc cnc eck dccewecs Aug - 

Interns and residencies 

Maximum use of hospital facilities 

No sacrifice of standards of hospital service, 
ihe, ho 2 ei aie Bide yak fa Sea Si te comin Oe a Oe ae ie Re July- 

Our retiring president , 

Pioneering opportunity, E.M.B................00000.00202.... July- 

Planning for hospitals after war 

alte ig nurses for armed forces and civilian 











s 
Public rallying to aid of voluntary hospitals, 
‘age Ue Cee Gs © 2S Cord ieee eae ee ed es ae nnn ee a July- 
Puschasing privilege in jeopardy, A.E.H 
Revenue law of 1942 
Revising lists of essential residents and interns 
in hospitals 
Servicing hospital equipment 
Share your knowledge 
Substitutes 
Voluntary hospital after the war 
Washington representation for American Hos- 
pital Association Dec.- 
We shall not fail, J.R.M 
Why not train and use volunteers in nursing 
service 
Efficiency and economy through unit record sys- 
tem, Sutton, Frank C., M 
Efficiency in hospital office, Luma, C. A 
Elevator equipment—Hospitals’ vertical transpor- 
tation equipment, Nugent 





HOSPITALS 





Emch, Arnold F., Ph.D., commissioned in United 
States Navy 

Emergency hospital construction under Lanham 
Act; Hoge, V. M., M.D., U.S.P.FES...2.:0:..50c0.-0.c000--. Dec.- 34 

Emergency hospital planning in wartime, Shaffer, 
Marshall 

Emergency organization of hospitals in Great 
Britain during war, Frazer, William Mowll, 


Endowments, Accounting for hospital, Beeney......Aug.- 13 
Engineer educates administrator, Morrill, Warren 
AMO oa poe oS caps He pcan te ade chowee tani Se iscestcuceaieind July-104 
Epidemics—Where lies danger? News-Letter Ro- 
chester General Hospital 
Equipment, Servicing hospital—Ed 
Equipment shortage—Hospitals in war, McNutt... Nov.- 22 
Erratum 
Erratum 
Evacuation Hospital No. 25 
Evacuation hospital plans—Emergency hospital 
planning in wartime, Shaffer 
Evacuation hospitals 
Exhibits at American Hospital Association St. 
Louis war conference of hospitals 


F 


Federal financing, hazards of—lIncreased cost of 
hospital services, Richardson 
Federal government and health care—Blue Cross 
plans are the answer, Mannix 
Federal Laws and Regulations of Interest to Hos- 
pital Administrators— 
Appropriation for nurse training approved by 
Congress 
Coffee rationing 
Commissions in medical administrative corps....July- 65 
Committee on hospitals of procurement and 
assignment service—Ed. .....................c0000.---2-0--- Aug.- 64 
Executive order 9250—wage stabilization or- 
der, General orders of National War Labor 
Board and interpretations 
Government removes ban on mohair 
Health and medical committee, Subcommittee 
on hospitals, Report of : 
House Bill 7242—Medical administrative corps Aug.- 54 
H.R. 7181—Appropriation of five million to as- 
sist students 
Internal revenue, Bureau—Form 990, Action of 
joint advisory committee 
OCD—Appointment of state hospital officers in 
coastal states 
OCD—Civilian defense—emergency base hos- 
pitals 
Office of Defense Health and Welfare Service, 
function of—Medical care and hospital serv- 
ice in war effort; Taft 
Office of Price Administration—Meat rationing 
and hospitals 
Registration of apparatus for generating radio 
frequency energy for therapeutic purposes— 
Federal Communications Commission, Order 





Revenue act of 1942 

Revenue law of 1942—Ed 

State hospital officers in coastal states, Appoint- 
ment of A 

Transportation orders—General Order O.D.T. 
No. 6 

War Manpower Commission, advisory commit- 
tee in hospitals—Revising lists of essential 
residents and interns in hospitals—Ed 

WPB—Conservation and economy (Letter, Of- 
fice of Surgeon General) 

WPB, division of industry operation, Allocation 
classification system to be changed to pro- 
duction code 

WPB—Hospital section established in service 
branch July-44, 

WPB—Hospitals to receive more liberal sugar 
allowances 

WPB—Priorities Regulation No. 10 (symbol 
numbers on contracts and purchase orders) ..Aug.- 

WPB—Rubber goods, How to conserve, Palmer..Dec.- 

WPB—Rubber prospects 

Federal payments for — care, Joint commit- 





Federal program of hospital care—Preservation 
of free hospital system, Goldwater 

Fifty bed hospital all on one floor, Neergaard, 
Charles F. ......... 

Film—R. N.—serving all mankind 

Flath, Carl I., becomes administrator of Char- 
lotte Memorial Hospital 

Fletcher, Mary, Hospital, New unit of 

Foundation giving 

Fraud in hospitals, Reed, Clayton E 

Fritschel, Rev. Herman L., honored 





G 


Gallinger Hospital adopts experimental rate plan..Sept.- 44 


Gas menace is handled in steel plant infirmary, 


Gaston, John, Hospital, Blood and plasma bank 
at, Diggs; Spann 
Gastrointestinal clinic, Greenpoint Hospital, Rou- 
tine of, Seley, Samson A., M.D.; Rapp, Rudolf, 
L.| -) RMN baa ay it Rete ORME ee Pic een, ABD July- 
Gifts—Foundation giving 
Goldwater, Sigismund Schultz, 


Goldwater, S. S., M.D.—Honored deserved—Ed 
Golf tournament at St. Louis war conference 


Government removes ban on mohair 
Great Britain during war, Emergency organization 
of hospitals in, Frazer 


Hall, Fred W., retires 

Harlem, Need for hospital in—Pioneering oppor- 
P1111 oes Se enna eens eae Mae nace See Uae rs July- 

Harlem, Need of voluntary hospital in, Harris July- 

Hartford Hospital plans for future 

Hayhow, Edgar C. receives doctor of philosophy 
degree 

Health centers, Hospitals as—Nursing costs, Ber- 
nard, Sister 

Heating—Get ready for winter 

Hicks, William J., M.D., Methods of classifying 
medical personnel should be brought up-to- 
date 

Hillside Hospital, New, Abramson, Louis Allen; 
Golub, J. J.. M.D 

Home for aged and infirm Hebrews—new hospital 
wing, Butler, Charles; Golub, J. J., M.D 

Hospital as college, Gregg, Alan, M.D 

Hospital Book Shelf— 
American Nurses Association, Facts about nurs- 


formulary 

Baynes, W. E. C., M.D., Hospital law notes 

Chadwick, Henry D., M.D.; Pope, Alton S., 
M.D., Modern attack on tuberculosis 

Goodall, Phyllis A., R.N., Ethics 

Hansen, Helen F., R.N., Professional relation- 
ships of nurse 

Johnson and Johnson, Hospital service book 
and catalog—Surgical supplies 


Jones, John Price, Yearbook of philanthropy....July-107 


Jordan, Edwin P., Standard nomenclature of 
disease and standard nomenclature of opera- 


tions Sept.-112 


Krueger, Walter W., Ph.B., Elementary phar- 
macology 

Lee, Eleanor, A.B., R.N., History of school of 
nursing of Presbyterian Hospital of. New 
York F 

Merck and Company, Treatment of war in- 


Morse, Mary Elizabeth, A.B., M.D., Frobisher, 
Martin, Jr., S.B., Sc.D.; Rabin, Coleman B., 
B.S., M.D., Microbiology and pathology for 


tee A.H.A. and A.P.W.A 


December 1942 


nurses Sept.-112 


123 





Pugh, Winfield Scott, M.D. edited by, War med- 
icine, a symposium Sept.-112 
Rorem, C. Rufus, Ph.D., C.P.A., Accounting 
methods Sept.-116 
Sellew, Gladys, Ph.D., B.S., R.N., Nursing of 
children 
Squibb & Sons, Physicians reference book of 
emergency medical services Aug.-100 
Wright, Harold N., M.S., Ph.D.; Montag, Mil- 
dred, R.N., M.A., Textbook of materia medica 
pharmacology and therapeutics Sept.-116 
Hospital care, Federal payments for, Joint com- 
mittee A.H.A. and A.P.W.A July- 30 
Hospital conservation during wartime, ‘Francis de 
Sales, Sister M : 
Hospital corps men, Training in nursing for Op- 
portunities of war, Carter 
Hospital expansion program for Bridgeport, Co- 
operative .. D 
Hospital facilities, Maximum use of —Ed 
Hospital is evaluated in terms of service, Selig- 
man, Janice, M.A 
Hospital Planning and Plant Operation— 
pay 4 hospital construction under Lanham 
c 
Emergency hospital planning in wartime, 
Shaffer 
Equipment, Servicing hospital—Ed 
Expansion, Future 
Floor plan—Blood and plasma bank at John 
Gaston Hospital, Diggs; Spann 
Get ready for winter 
Hillside Hospital, New, Abramson; Golub 
Home for aged and infirm Hebrews—new hos- 
pital wing, Butler; Golub 
Hospitals’ vertical transportation equipment, 
Nugent . 
Planning good hospitals, Erdman 
Potter memorial building for children, Richard- 
son; Abbott 
Unit record system—in light of modern hospital 
construction, Hayden 
Hospitals and press, Dietz, David N 
Hospitals and war, Engelbach, Ar MED. oso Aug. . 
Hospitals and war, Smelzer, Donald Cc, M.D 
Hospitals are hit, Why, J. H. (Poem) 
ar ae service in wartime, Davidson, Sidney 
































Hospital service plans—Preservation of free hos- 
pital system, Goldwater 

Hospital shortage threatens, Serious 

Hospitals Industries’ Association, Hooper, George 
J., president 

Hospitals in war, McNutt, Paul V., Hon 

Hospitals in small urban areas, Selection of, 
Mountin, Joseph W., M.D.; Pennell, Elliott H 

“Hospitals on their own”—Ed 

Hospitals’ vertical transportation equipment, Nu- 
gent, Howard M 

Hotel accommodations in St. Louis 

Hotel Dieu de Saint Joseph, Three hundredth 
anniversary of founding July-Third Cover 


Inclusive rates—‘‘custom built,” Cruser, Eric W...Dec.-106 
Indigent care—Preservation of free hospital sys- 

tem, Goldwater July- 15 
Infectious precautions—theory and practice, Elli- 

son, Bess M., R.N 
Institute for hospital administrators, Tenth an- 

nual July- 75, Aug.- 94, Sept.- 35, Oct.- 81 
Institute for hospital administrators, Second New 

England 
Institute on hospital accounting, Second annual..Aug.- 93 
Institute on hospital purchasing, Second annual 
July-114, Aug.- 93 
Insurance, compulsory health—Social responsi- 

bilities of physician and hospital, Keller 
Insurance, War damage 
Integration of volunteer hospital service, Bugbee, 

ne be gR a EME?! Sree ai erly Okage ie ROR Sree Sea Dec.- 42 
Interior decoration, Practical ideas in hospital, 

Friedel 
Intern problem at Samaritan Hospital, Troy, New 

York, Solving A 
Intern problem, Upnam, Jou. J; BED....22...2.2383 July- 37 
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Interns and residencies—Ed Nov.- 
Interns, Competition for—Ed Dec.- 
Internships as related to accelerated medical cur- 
riculum, Hospital, Weiskotten, H. G., M.D......... Nov.- 
Interns in hospitals, Revising list of essential res- 
idents and—Ed. Sept.- 6 
Intern training—Hospital as college, Gregg 
Inventory control—Fraud in hospitals, Reed 











J 


Joint advisory committee, Action of 
Jones, Percy L., General Hospital for war casual- 
ties 





L 


Laboratory plans and organization, Biological and 
pathological, Muchenfuss; Basil 
LaGuardia, Fiorella, Hon., Tax reduction should 
be permitted on contribution to useful insti- 
tutions 
Landt, Charlotte F.—Obituary 
Law and Legislation— 
Aultman Hospital of Canton seeking tax ex- 
emption—Ruling of Supreme Court of Ohio..Aug.- 
Charitable hospitals—liability for taxes er) . 
Sept.- 
Charitable hospitals may be sued in District 
of Columbia (Susan M. Hughes versus 
Georgetown Hospital, Washington, D. C.)....Aug.- 
Lanham act, Emergency hospital construction 
under, Hoge 
Lanham act—Medical care and hospital service 
in war effort, Taft 
Public liability cases in Texas—Methods of 
collecting hospital accounts, Roberts 
See also Federal laws and regulations of inter- 
est to hospital administrators 
Linens, Dyeing of, (Institutional Laundryman)....Aug.-126 
Loyalty—Hospital’s public relations, Harbison....Nov.- 51 
Lutes, J. Dewey, resigns 














Machinery, Care of... Aug.-126 
Maxillo-facial units—Emergency organization of 

hospitals in Great Britain during war, Frazer....Dec.- 17 
McGill Commodity Service, Inc., Price trend of 

hospital commodities 

Aug.-52, Sept.-62, Oct.-70, Nev.-78, Dec.- 57 

McKennan Hospital, First nurses’ aide group at, 

Monica, Sister D 
Meat rationing and hospitals 
Meat situation 
Medical administrative corps, Commissions in....July- 65 
Medical administrative corps, House Bill 7242...Aug.- 54 
Medical care and hospital service in war effort, 

Taft, Charles P -Nov.- 24 
Medical care plans, issues in development of— 

Social responsibilities of physician and hospital, 

Keller Oct.- 59 
Medical curriculum, Hospital internship as re- 

lated to accelerated, Weiskotten - 42 
Medical education—Hospital as college, Gregg....Nov.- 37 
Medical personnel, Method of classifying should 

be brought up-to-date, Hicks, William J., M.D...July- 29 
Medical profession—Hospitals in war, McNutt....Nov.- 19 
Medical profession, Obligation of trustees to, 

Munger July- 26 
Medical record forms Oct.-118 
Medical service, Army air forces, Grant, David 

N. W., Brigadier General, AUS Nov.- 56 
Medical service—Revising lists of essential resi- 

dents and interns in hospitals—Ed Sept.- 67 
Medical social service, Civilian hospital in war- 

time—from point of view of, Cannon 
Medical staff—Emergency organization of hospi- 

tals in Great Britain during war, Frazer : 
Medical staff—Fraud in hospitals, Reed Aug.- 26 
Medical staff—Opportunities of war, Carter 
Medical staff—Relationship of hospital to outside 

practitioner, Hiebert... 
Medical technicians, Suggested program for 

training army corps men as 
Meeting increased cost of hospital service requires 

united effort, Stasel, Alfred G 
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Mental patients, State program for care of, 

Sherwood July- 58 
Mercy Hospital, Hamilton, Ohio, celebrates fifti- 

eth anniversary Nov.- 50 
Methods of collecting hospital accounts, Roberts, 

Josie M., F.A.C.H.A 
Military services, Training male nurses for 
Modern policies for fifty bed hospital, Gerfen, 

Max E 
Moorhead, Col. John J., Surgeon’s prayer in 

wartime 
Moulinier, Rev. Charles B., S.J., memorial 
Mount Sinai Hospital of New York, Address on 

ninetieth anniversary of, Goldwater, S. S., nae?” 
..Aug.- 
Mount Sinai Unit of New York, American flag 

presented to new Third General Hospital Oct.- 








Aug.- 33 











N 


National Association of Methodist Hospitals and 
Honfes 
National Foundation for Infantile Paralysis 
National Hospital Day prize winners 
National League of Nursing Education makes 
recommendation for war emergency 
National League of Nursing Education study— 
Accreditation program during wartime, Faxon..Aug.- 
National League of Nursing Education study— 
Nursing costs, Bernard, Sister 
National Tuberculosis Association, Tuberculosis 
sanatorium directory Sept.-116 
Neurosis—holiday centres—Emergency organiza- 
tion of hospital in Great Britain during war, 
Frazer 
New Jersey 166 institutions, report on findings 
in—Venereal disease control, Bergsma; Roemer 








News notes of interest to hospital field 
Aug.-122, Sept.-122, Oct.-120, Nov.-118, Dec.-110 

Newspapers—Hospital’s public relations, Har- 

bison .- 54 
Nurse in war, Fisher, Pearl C., Captain Nov.- 49 
Nurses’ aide group at McKennan Hospital, First, 

Monica, Sister M., R.N D 
Nurses, California needs public health 
Nurses for military service, Training male 
Nurses, Recruitment of student 
Nurse training approved by Congress, Appropria- 

i ar 





Nursing—Accreditation program during wartime, 
Faxon 

Nursing costs, Bernard, Sister Marie 

Nursing education at St. Vincent’s Hospital, 
Fifty years of 

Nursing education, Newman, Edna S., R.N 

Nurses for armed forces and civilian needs, Pro- 
viding—Ed. 

Nursing—National League of Nursing Education 
makes recommendation for war emergency 

Nursing—Opportunities of war, Carter 

Nursing personnel, training—Medical care and 
hospital service in war effort, Taft 

Nursing—Presidential address, MacLean 

Nursing service, Why not train and use volun- 
teers in?—Ed 

Nursing shortage, Cranz, Celia 

Nursing shortage—Hospital in war, McNutt 

Nursing sick and wounded at Bataan and Correg- 
idor, MacDonald, Florence, Captain 

Nursing—Wesley Memorial Hospital of Chicago. 
reopens its school of nursing 

Nursing will receive federal aid, Schools of Sept. - 44 








Obituaries— 
Bernard, Sister Mary 
Borden, Richard P. : 
morziert; Charles. Fee: WE scion tease css eke July-100 
Clough, Harry D., M.D 
Goldwater, Sigismund Schultz, M.D.—Ed 
Landt, Charlotte F 
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Office efficiency in hospital, Luma 

Opportunities of war, Carter, Fred G., M.D 

Organization of rural health unit, Basil, J. B.; 
Smillie, W. G., M.D .Nov.- 

Orthopedics—Emergency organization of hospi- 
tals in Great Britain during war, Frazer 

Our changing world, Lutes, J. Dewey 

Out-patient department records, Analysis of, 
Seligman, Janice, M.A 

Out-patient service and charges, Control of, 
Martin, David H 

Out-patient service during war emergency, Reor- 
ganization of, Smith, Nathan, M.D 








P 


Painting—Practical ideas in hospital decoration, 
Friedel ...pept.- 
Pathological and biological laboratory plans and 
organization, Muckenfuss; Basil 
Patterson, Robert U., Major General U.S.A., 
(retired) becomes dean of University of Mary- 
land Medical School 
Personnel health program for hospitals, Forster, 
) , ERR eee MOE ee ee a eee ea ’July- 
Personnel problems—Hospital conservation dur- 
ing wartime, Francis de Sales, Sister 
Personnel problems — Opportunities of war, 
Carter 
Personnel problems—Presidential address, Mac- 
Lean 
Personnel problems, Suggestions for coping with 
—Conservation in hospitals, Negri 
Personnel, Selection of hospital, Gorrell, John E., 
M.D. 
Pharmaceuticals during war, Hospital, Temple- 
ton, Lawrence 
Photography in smaller hospitals, 
Diedrick 
Physical therapy technicians at Columbia Univer- 














Clinical, 





Planning good hospitals, Erdman, Addison 

Plasma bank at Woonsocket Hospital 

Plasma banks, Advantages and dangers of blood 
and, Rhoads 

Post-war period—Voluntary hospital after the 
war—Ed. 

Post-war ‘planning for hospitals—Ed 

Potter memorial building for children, Richard- 
son, Dennett L., M.D.; Abbott, Lewis B 

Power and service unit—Emergency hospital 
planning in wartime, Shaffer 

Power plant—Engineer educates administrator, 
Morrill 

Practical ideas in hospital decoration, Friedel, 





Practitioners, Irregular. 
Preservation of free hospital system, Goldwater, 
S. S., M.D., Dr.P.H 
Press. Hospitals and. Dettr 2. Nov.- 28 
Price trend of hospital commodities, McGill Com- 
modity Service, Inc 
Aug.-52, Sept.-62, Oct.-70, Nov.-78, Dec.- 57 
Priorities—See also federal laws and regulations 
of interest to hospital administrators 
Public education for average size hospital, Smith, 
Clinton F 
Public health center type plans—Emergency hos- 
pital planning in wartime, Shaffer 
Public health, Community hospital and, Hiscock. ‘Dec. - 
Public health—Hospital in war, McNutt 
Public health service—Emergency hospital con- 
struction under Lanham Act, Hoge 
Public health service — Organization of rural 
health unit, Basil; Smillie.. -Nov.- 
= rallying to "aid of voluntary hospitals— 














Public relations—Hospital is evaluated in terms 
of service, Seligman 

Public relations—Hospitals and press, Dietz 

Public relations, Hospital’s, Harbison, Ralph W. 





Purchasing agent, Value of purchasing agent, 
Burroughs 

Purchasing—Allocation classification system to 
be changed to production code 





Purchasing, Basic principles of, Burroughs 
Purchasing—Meat rationing and hospitals 
Purchasing—Meat situation 
Purchasing outlook today, Clukas, Irving G 
Purchasing—Price trend of hospital commodities, 
McGill July- 55, 
Aug.-52, Sept.-62, Oct.-70, Nov.-78, Dec.- 57 
Purchasing privilege in jeopardy—Ed Aug.- 65 
Purchasing—Substitutes—Ed. 2o.o....e..eceeeceeccecceeeeeee Sept.- 69 





R 
Radiologist relation to hospital, Warfield 
Rate plan, Gallinger Hospital adopts experi- 
mental 
Rates, Development of inclusive, Class, James V.. tk 29 
Rates, Inclusive—“custom built,” Cruser 
Rationing—Purchasing outlook today, Clukas 
Record system, Efficiency and economy through 
unit, Sutton 
Record system, Unit—in light of modern hospital 
construction, Hayden 
R. N.—serving all mankind (Sound film) 
Relation of radiologist to hospital, Warfield, C. H., 


July-108 


M.D 
Relationship of hospital to outside practitioner, 
Hiebert, Joelle C., M.D F 
Reports, Uniform annual, Witham, E. D Sept.-106 
Rhode Island Hospital, Potter memorial building 
for children, Richardson; Abbott. 
Robertson, Josephine, When demands of war tax 
hospitals 
ren pet lalana nteeniags of inclusive rates, 
ass 
Roll of honor, hospital administrators recently 
called into active service 
Rubber goods, How to conserve, Palmer 
Rubber prospects 
Rural health unit, Organization of, Basil; Smillie. Nov.- - 82 


Ss 


Safety in hospitals, Roche, John M 

Safety, Introduction to series of articles on hos- 
pital safety, Committee on insurance and safe- 
ty, A.H.A 

St. Barnabas Hospital opens new unit 

St. Laurence. Mother—Obituary 

St. Mary of Nazareth hospital, Chicago, Hospital 
blackout 

St. Vincent’s Hospital. New York, Fifty years of 
nursing education at 

sy ye On) LT ESS (2 a at ie a July- 69 

— program in hospitals, Conservation and— 


Samaritan Hospital, Troy, New York, Solving in- 
tern problem 

Schweppe, Laura and Charles, memorial building 
dedicated 

Season’s greetings, Hamilton, James A 

Sellers, Mrs. Truitt B.—Obituary 

Sheltered workshop—its place in rehabilitation of 
tuberculous, Hochhauser, Edward 

Shock—Emergency organization of hospitals in 
Great Britain during war, Frazer 

Small hospital—Modern policies for fifty bed 
hospital, Gerfen 

Small hospitals, Clinical photography in, Diedrick 


Small urban areas, Selection of hospitals 
Mountin; Pennell 
Soap—Fat saving 
Social responsibilities of physician and hospital, 
Keller, Paul, M.D 
Social security—Federal payment for hospital 
care, Joint committee A.H.A. and A.P.W.A 
Social security—Hospitals in war, McNutt 
Social security—Presidential address, MacLean....Nov.- 
Standardization—Preservation of free hospital 
system, Goldwater 
Standards of hospital service, No sacrifice of— 
TN gE oe Os, cists ic eG se eR ane ee July- 
State program for care of mental patients, Sher- 
wood, Charles L : 
Statistics— 
Incidence of hospitalization in Blue Cross plans 
first six months, 1942, Norby Aug.-114 


126 





Nursing costs, Bernard, Sister. -Aug.- 45 
Out-patient department records, Analysis of, 
Seligman 
Selection of hospitals in small urban areas, 
Mountin; Pennell .---Aug.- 55 
Venereal disease control, Bergsma; Roemer......Nov.-108 
Stores, Control, Cook, Arkell B 
Subcommittee on hospitals, Report of, Office of 
defence health and welfare services of United 
States Government 
Sugar allowances, Hospitals to receive more lib- 
eral Aug.- 79 
Sulfanilamide, Hospital preparation of sterile July- 32 
Supplies and equipment, suggestions for reducing 
—Reorganization of out-patient service during 
war emergency, Smith 
Supplies—Hospital conservation during wartime, 
Francis de Sales, Sister Sept.- 36 
Surgeon’s prayer in wartime, Moorhead, Col. 
John J. July- 59 
Surgical bacteriology—Factors influencing chem- 
ical agent used in preoperative skin disinfec- 
tion, Picchioni 
Surgical supplies 








Dec.- 78 








Oct.- 20 

















Taxes, Charitable hospitals—liability for 

Tax reduction should be permitted on contribu- 
tion to useful institutions, LaGuardia, Fiorella, 
Hon. 

Tax, Voluntary hospitals and income 

Thirty years of service, Diekmann, Rev. 
John A 

Trustee an “administrator,” Each, Einbinder, 








Oct.- 





Trustees—Fraud in hospitals, Reed 

Trustees—Hospital’s public relations, Harbison....Nov.- 

Trustees in these changing times, Hospital—Ed.....Aug.- 

Trustees to medical profession, Obligation of, 
Munger, Claude W.; WiD:.. ....22ssis soc cceeecesscues July- 

Tubercle bacilli in hospital room, Smith, C. Rich- 
ard, M. 

Tuberculosis clinic—plans and organization, Ed- 
wards, Herbert R., M.D.; Basil, J. B., R.A 

Tuberculosis—Infectious precautions—theory and 
practice, Ellison 

Tuberculosis in war and _ post-war periods, 
Frankel, Emil 

Tuberculous, Sheltered workshop—its place in 
rehabilitation of, Hochhauser 
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U. S. Army general hospitals 18 and 118 organ- 
ized at Johns Hopkins Hospital A 

Unit record system—in light of modern hospital 
construction, Hayden, Adaline, R.R.L................. Dec.- 
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Value of purchasing agent, Burroughs, Paul L.....Dec.- 61 
Venereal disease control, Bergsma, Daniel, M.D.; 
rec al 1 2 ial Be 2 3 RR Nov.-108 
Voluntary hospital after war—Ed 
Voluntary hospital in Harlem, Need of, Harris, 
George W Jul 
Voluntary hospitals and income tax 
Volunteer hospital service, Integration of, Bug- 
bee 











Volunteer service pins, Hospital 
Volunteer work—What a woman’s auxiliary 
board does for its hospital 
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Wage stabilization order—executive order 9250....Dec.- 74 
War and hospitals, Engelbach 
War and hospitals, Smelzer 
War and post-war periods, Tuberculosis 
Frankel 
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War damage insurance 

War department office of Surgeon ‘General com- 
munications—Training male nurses fer military 
services 

War emergency, Hospital pharmaceuticals during, 
Templeton 

War emergency, National League of Nursing 
Education makes recommendation for 

War emergency, Reorganization of out-patient 
service during, Smith 

War gases 

War gases and chemicals—Hospital degassing 
station, Remy 

be 3 Pg waste exhibit, Raymunda, Sister Mary, 


et aes Se ate 5 ace aA cxtsde yaad ash N Uae anaes nene Sept.- 21 


War, Opportunities of, Carter 

War service—Nursing sick and wounded at 
Bataan and Corregidor, MacDonald 

War tax hospitals, When demands of, Robertson, 
Josephine 
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Wartime, Accreditation program during, Faxon....Aug.- 
Wartime, Economy in—Ed O 
Wartime, Emergency hospital planning in, Shaf- 
fer 
Wartime, Hospital conservation during, Francis 
de Sales, Sister 
Wartime, Hospital service in, Davidson 
Wartime service—Civil hospitals under 
Maury Maverick—kEd. ...................-.....--.-------------+- Sept.- 
Wesley Memorial Hospital of Chicago reopens its 
school of nursing 
Western New York Hospital, Council officers of 
West Suburban Hospital, Oak Park, Illinois, 
Evacuation Hospital No. 25 
Woman’s auxiliaries in hospital field, Eckert, 
A. W 


Woman’s auxiliary board does for its hospital, 
What a, Deaconess Hospital of Freeport, Illinois 





News Notes of Interest to the Hospital Field 


(Continued from page 112) 


beds in Washington, of which this last allotment is 
a part. 





ao 
++ 


Lewiston, Idaho—St. Joseph’s Hospital, Lewis- 
ton, Idaho, has been completed and is ready for 
occupancy. The hospital is under the control and 
operation of the Sisters of St. Joseph. 


ti 
a 





Lake Forest, Illinois—The new Alice Home Hos- 
pital in Lake Forest, Illinois, was opened for oc- 
cupancy on November 2. The new hospital, which 
will have a capacity of 65 beds, cost $800,000 to 
build. 





ae 
+? 


Moline, Illinois — Concrete work on the new 
$200,000 addition to the Moline Public Hospital, 
Moline, Illinois, has been completed. The unit will 
provide an additional sixty beds to this institution. 





Gary, Indiana—Ground was broken on October 
27 for the projected $290,000 addition to the Meth- 
odist Hospital, Gary, Indiana. The new unit will be 
three stories in height and will add 130 beds to the 


institution’s present capacity. Dr. James Lawson 
is superintendent of the Methodist Hospital. 


+ 





St. Louis, Missouri—The work of razing three 
old houses to make way for a 151-bed extension to 
the Georgetown University Hospital, St. Louis, 
Missouri, was started on October 14. The new unit 
will be a three-story structure to be used for quar- 
ters for interns and nurses and to provide space for 
the enlargement of the hospital’s clinic. The exten- 
sion to Georgetown University Hospital was made 
possible through financing by the Federal Works 
Agency. 





+ 


Jamestown, New York—Under the terms of 
the will of Stella Beatrice Lowry, the Women’s 
Christian Association Hospital, Jamestown, New 
York, will receive $133,715, the fund to be used as 
far as possible to establish a convalescent ward 
for poor patients. 





Morganton, North Carolina—Under the terms of 
the will of Mrs. A. M. Kistler, a member of the 
board of directors of the Grace Hospital, Morgan- 
ton, North Carolina, a trust fund has been set up 
which will probably exceed $300,000, of which the 
Grace Hospital is one of the chief beneficiaries. 
Mrs. Kistler died suddenly at her home in Morgan- 
ton on October 13. 
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Columbus, Ohio—The new Mariemont Hospital, 
Columbus, Ohio, which was dedicated on August 
20, was opened for the reception of patients on 
September 1. 





oo 
+e 


Butler, Pennsylvania—The $3,000,000 unused 
sanatorium at Butler, Pennsylvania, has been 
taken over by the United States Army for the care 
of convalescent soldiers. The Government will 
spend $2,000,000 in providing additional facilities. 
Under the terms of the agreement with the State 
of Pennsylvania, the Federal Government will pay 
a rental of $160,000 a year for thirty years and one 
dollar for each year thereafter. Butler Sanatorium 
was originally designed as a tuberculosis hospital 
and was completed in 1938. 





Spartanburg, South Carolina—The Spartanburg 
General Hospital, Spartanburg, South Carolina, 
has completed its expansion program with the 
opening of a new wing built at a cost of $375,000. 
The new wing will add sixty-five additional beds. 


a> 
++ 


Port Townsend, Washington—A fourth floor is 
to be added to St. John’s Hospital, Port Townsend, 
Washington. St. John’s Hospital is under the su- 
pervision of the Sisters of Providence in Seattle. 





ad 


Renton, Washington—Presidential approval has 
been received for the construction of a 100-bed 
hospital at Renton, Washington, with quarters for 
the staff. Construction work will start within a 
few weeks. 





oo 
—o+ 





Seattle, Washington — The Federal Works 
Agency has awarded a grant of $600,000 to finance 
a 200-bed addition to the King County Hospital, 
Seattle, Washington. This grant will be given if 
the King County voters provide an additional 
$200,000. 





a 
++ 


Snohomish, Washington—The Valley View Hos- 
pital, six miles east of Snohomish, Washington, has 
been completed and will be operated under the di- 
rection of the County Welfare Department. 





Sturgeon Bay, Wisconsin—Presidential approval 
has been given for the construction of a new addi- 
tion to the Egeland Memorial Hospital at Sturgeon 
Bay, Wisconsin, to cost $51,000. The new addition 
will provide an additional thirty beds to this insti- 
tution. 
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HERE explosion-proof operating rooms are 
being planned, installation of the explosion- 
proof Operay Multibeam lighting fixture will 


be found highly satisfactory. The explosion- 
proof Operay Multibeam has been tested and 
approved by Underwriters’ Laboratories for 
Class 1, Group C, Hazardous Locations. This 
classification covers conditions in hospital operat- 





19 SON 
PROOF 


OPERAY 
MULTIBEAM 





Installation in major operat- 
ing room, St. Nicholas Hos- 
pital, Sheboygan, Wisconsin. 
Twelve explosion-proof Operay 
Multibeam lights are in use 
in the various surgeries of 
this institution. 


ing rooms where explosive anesthetic gases are 
to be used. 

The explosion-proof fixture provides the same 
efficient type of surgical illumination and _ the 
same extensive flexibility as the standard Operay 
Multibeam, plus explosion-proof construction. 

Ask for descriptive circular with wiring informa- 
tion and installation data. 


SCANLAN-MORRIS COMPANY 
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FE IRST of all, Germa-Medica 
is a bland, soothing soap. The 
high synthetic olive oil con- 
tent keeps the hands soft and 
supple. 

Also, all impurities are re- 
moved from Germa-Medica. 
High-pressure filtration makes 
the emulsifying lather 100% 
pure. .assuring real economy. 

Furthermore, Germa- 
Medica counteracts hard water. Thus it prevents the minerals from harming 
tissue undergoing intense scrubbing. 

Levernier Dispensers* offer complete sterilization—the only dispensers that 
permit the immediate removal of the entire dispensing unit for sterilization. 
These dispensers, unlike the air-pressure type of dispenser, are sealed against 
bacteria and do not permit bacteria to reach the soap. 

All Levernier Soap Dispensers, for standards of excellence, are approved 
by the American College of Surgeons. 

*Furnished free to quantity users of Germa-Medica. 
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provide lasting, profitable publicity 
of the highest order for Hospitals and Doctors, 
influence maternity patronage and establish 
bonds of friendship with the families. Only the 
genuine Hollister certificates produce such 
results; imitations are a needless expense. 
Write for sample certificate and our Booklet — 
“The Story of the Hollister Birth Certificate, 


Its Origin and Development.” 





(Wrrer thumbprints with baby’s 





footprints, taken on Hollister 

birth certificates, constitute positive 
proof of identity and relationship. 
Good prints are taken with our 


perfected apparatus. 


FRANKLIN €. HOLLISTER Company 


938 WEST ROSCOE STREET 
CHICAGO 
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SIMMONS EQUIPMENT OFFERS 
plac. values. 10 HOSPITALS 


Today more than ever before it is necessary for hospitals 
to obtain the fullest possible value and use from the equip- 
ment they have and from that which is available. 

For example—this popular, portable Balkan frame is 
made to fit any standard hospital bed. The clamps are 
adjustable, and can be used on posts ranging from 1 1-16 
to 2 inches in diameter. Quickly assembled, completely 
demountable, and can be easily stored in minimum space. 
Its strong, rigid steel construction will give years of safe, 
dependable service. 


SIMMONS H-303 STANDARD HOSPITAL BED 
WITH POSTURE BOTTOM SPRING 


The posture spring is mechanically operated by cranks 
which fold inside the foot end when not in use. Raising 
the foot end of the spring for leg comfort or the head end 
for the patient’s ease is easily done with a few turns of the 
handles. The bed is equipped with rust-proof fabric spring 
—casters, and pressed steel sockets. 

Write for complete information about this and other 
available Simmons Hospital Equipment. 


SIMMONS COMPANY 


Hospital Division, Merchandise Mart, Chicago 
Display Rooms: 
NEW YORK e CHICAGO e ATLANTA e SAN FRANCISCO 
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ventising 





CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A.. Hospital Consultant 
Rome, Pennsylvania Telephone Rome 42 F 111 
CONSTRUCTIVE, EFFICIENCY SURVEYS AND 
GENERAL EXAMINATIONS 





OFFICE OF WILLIAM HENRY WALSH. M.D. 
HOSPITAL CONSULTANTS 
CHARLES EDWARD REMY, M.D., F.A.C.H.A., DIRECTOR 
612 NORTH MICHIGAN AVENUE 
CHICAGO SUPERIOR 3844 


In Operation for Thirteen Years 
Hospital Planning Organization 
Institutional and Community Surveys 


Equipment 





HOSPITAL ACCOUNTING 





ROBERT PENN & COMPANY, C.P.A.’s 
Specialists in Hospital Accounting 
39 South LaSalle Street 
Chicago, Illinois 





POSITIONS WANTED 





HOSPITAL SUPERINTENDENT available for appoint- 
ment during duration, male; an up-to-date adminis- 
trator with broad hospital experience, tactful, re- 
sourceful and thrifty. Address Box G-1, HOSPITALS. 





POSITION AS ADMINISTRATOR OR ASSISTANT by 
trained layman, age 33, draft exempt. Experienced 
in purchasing, ete. Also holds certificate in x-ray 
technique. Address Box F-1, HOSPITALS. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—University degree in Business Ad- 
ministration; splendid background of experience in 
hospital administration; has contributed extensively 
to hospital organization and management, taking ac- 
tive part in national and local hospital affairs; Fel- 
low American College of Hospital Administrators; for 
further details, please write Burneice Larson, Direc- 
tor, Palmolive Building, Chicago. 


ADMINISTRATOR—Graduate nurse; trained in one of 
finest schools of nursing; B.S., M.A. degrees; seven 
year’s important administrative experience; age 37; 
will consider any part of country; for further details, 
please write Burneice Larson, Director, Palmolive 
Building, Chicago. 


PATHOLOGIST—Diplomate American Board; two years’ 
teaching experience (pathology); seven years, pa- 
thologist and director of laboratories, fairly large in- 
stitution; exempt because of non-incapacitating 
physical disability; for further details, please write 
Burneice Larson, Director, Medical Bureau, Palmolive 
Building, Chicago. 


RADIOLOGIST—Several years’ successful general prac- 
tice before specializing in radiology; eight year’s pri- 
vate radiological practice; twelve years, director, 
x-ray department, large hospital; diplomate Amer- 
ican Board; 52; for further details, please write Bur- 
neice Larson, Director, Medical Bureau, Palmolive 
Building, Chicago. 


DIRECTOR OF NURSES—Graduate of university hospital 
training school; B.S., M.A. degrees, state university; 
eleven years director of nurses, 350-bed hospital; in 
early forties; for further details, please write Bur- 
neice Larson, Director, Medical Bureau, Palmolive 
Building, Chicago. 











AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 


Charlotte M. Powell, R.N., Owner-Director 


Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schoois of Nursing and are 
keenly interested in the intelligent piacement of a 
superior type of personnel. 


AS WE charge no registration fee, our service can be a 
selective one and applicants are registered on the basis 
of Training, Experience and Personal Characteristics 
only. All information is carefully verified. 


WHETHER YOU are an Executive Officer seeking desir- 
able personnel, or a member of the staff wishing to 
secure a more important position write to us and let 
us help you to find what you want. 





POSITIONS OPEN 





WANTED LABORATORY TECHNICIAN with good train- 
ing and some experience to take charge of Laboratory. 
Salary open. Send full information and references to 
Superintendent, Pulaski Hospital, Pulaski, Virginia. 





INTERSTATE HOSPITAL AND PERSONAL BUREAU 
Mary E. Surbray, R.N,, Director 
322 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT: Graduate nurse. 75-bed orthopedic 
hospital, midwest. Salary $160, increase. 


DEAN SCHOOL OF NURSING: Outstanding educator in 
ee, field. M.A. degree. 600-bed general hospital, 
midwest. 


DIRECTRESS OF NURSES: College credit. 90-bed Michi- 


gan hospital school being organized. Salary $160, 
maintenance. (b) 150-bed eastern hospital. Salary $175. 


ASSISTANT DIRECTRESS OF NURSES: Degree. 250-bed 
eastern hospital school for nurses. Salary $150, main- 
tenance. 


RECORD LIBRARIANS, DIETITIANS, PHARMACISTS, 
ANESTHETISTS, LABORATORY and X-RAY TECH- 
NICIANS. Excellent opportunities and salaries. 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


NURSES. TECHNICIANS, DIETITIANS, PHYSICIANS, 
NURSE SUPERINTENDENTS and INSTRUCTORS— 
We can help you secure positions! 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


NURSE-EXECUTIVES—(a) Superintendent for new 100- 
bed general hospital under construction; will employ 
personnel, assist in purchasing equipment; experience 
in hospital administration required; salary open. (b) 
Nurse administrator to take charge of 60-bed hospi- 
tal; non-sectarian; graduate staff; $3000; South. (c) 
Director of nurses; fully approved 220-bed general 
hospital; accredited school of nursing; $175, mainte- 
nance; East. (d) Director of nurses; school to be re- 
opened January ist in general 120-bed hospital; start- 
ing class of forty students; $175, maintenance, south- 
west. (e) Assistant superintendent of nurses; degree 
preferred; 400-bed hospital; $150, maintenance; New 
England. H12-1, Medical Bureau (Burneice Larson, 
Director) Palmolive Building, Chicago. 


INSTRUCTORS—(a) Clinical; degree and teaching experi- 
ence required; school of nursing affiliated with local 
Junior College; 200 beds; $1700-$2000; California. (b) 
Nursing arts; 150-bed general hospital; excellent sal- ] 
ary for qualified candidate; South. (c) Science; de- 
gree; 375-bed general hospital; salary, $200, meals, 
laundry; midwest. H12-2, Medical Bureau (Burneice 
Larson, Director) Palmolive Building, Chicago. 


SUPERVISORS—(a) Supervisor for emergency depart- 
ment; new position; eight-hour day, six day week; 
200-bed general hospital, located in residential sec- 
tion of large city; $165, laundry; Michigan. (b) Med- 
ical; will be responsible for ward supervising and 
teaching; eight-hour day; $110, maintenance; 200 F 
beds; New England, (c) Obstetrical; department has 
44 beds, averages 105 deliveries monthly; $155, meals, 
laundry; large general hospital; California. (d) Op- 
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THE MEDICAL BUREAU (cont'd) 


erating room; general 200-bed hospital, located in 
university town; excellent salary for qualified candi- 
date; South. (e) Pediatric; teaching duties; $120, 
maintenance; 125 beds; Pennsylvania. (f) Night: 
duties supervision only; eight-hour service; $135, 
maintenance; large general hospital; Virginia. H12-3, 
Medical Bureau (Burneice Larson, Director) Palm- 
olive Building, Chicago. 


SURGICAL NURSE—dqualified also in obstetrics; small 
general hospital located in mining district not far 
away from large city; $140, maintenance; West. 
H12-4, Medical Bureau (Burneice Larson, Director) 
Palmolive Building, Chicago. 


SCHOOL NURSE—Registered nurse to take charge of in- 
firmary in large and nationally known girls’ school; 
$100, maintenance; South. H12-5, Medical Bureau 
(Burneice Larson, Director) Palmolive Building, Chi- 
cago. 


INDUSTRIAL NURSES—(a) Head nurse to take charge 
of nursing staff for large industrial plant; 20-bed 
hospital; first aid stations; attractive salary, depend- 
ent upon qualifications of appointee; midwest. (b) In- 
dustrial nurse for new and modern ordnance plant 
located near large city in southwest; 48-hour week; 
$150, maintenance. H12-6, Medical Bureau (Burneice 
Larson, Director) Palmolive Building, Chicago. 


GENERAL DUTY NURSES—(a) Experienced general 
duty nurse for small hospital; $2000, with deduction 
of $180 for quarters; transportation from Seattle fur- 
nished; Alaska. (b) Position open in obstetrical de- 
partment of general hospital; $135; Washington. (c) 
Opening on medical-surgical division; $100, mainte- 
nance; small general approved hospital, located in 
beautiful residential suburb adjoining large city; 
Michigan. H12-7, Medical Bureau (Burneice Larson, 
Director) Palmolive Building, Chicago. 


ANESTHETISTS—(a) General 125-bed hospital has open- 
ing for experienced anesthetist; two anesthetists em- 
ployed, night work rotated; $200, meals, laundry; 
Ohio. (b) Immediate opening in general 150-bed ap- 
proved hospital; $185, maintenance; New England. (c) 
Position open in large general hospital; eight anes- 
thetists on staff; on call one week out of four; $190, 
laundry; California. H12-8, Medical Bureau (Burneice 
Larson, Director) Palmolive Building, Chicago. 


RECORD LIBRARIANS—-(a) Vacancy in record depart- 
ment of 1400-bed state hospital; starting salary, 
$2110, with nominal deduction for living in; midwest. 
(b) Unusual opportunity for experienced record li- 
brarian for outstanding clinic, staffed by distin- 
guished physicians; salary open; South. H12-9, Med- 
ical Bureau (Burneice Larson, Director) Palmolive 
Building, Chicago. 


| TECHNICIANS—(a) Graduate nurse, qualified in x-ray 

and laboratory work; $135, maintenance; small hospi- 
tal in Southern California. (b) Graduate nurse, quali- 
fied in x-ray; office of busy traumatic surgeon; $150. 
(c) Chief technician; new hospital of nearly 300 beds; 
modern, well equipped laboratories; staff of four 
technicians; minimum $140, maintenance; Pacific 
Coast. (d) Registered laboratory technician; ord- 
nance plant; $200; West. H12-10, Medical Bureau 
(Burneice Larson, Director) Palmolive Building, Chi- 
cago. 


DIETITIAN—for emergency hospital receiving overflow 
of civilian patients; capacity 75 patients; patients in- 
clude Orientals, 8,000 to 10,000 meals served monthly; 
difficult but interesting position; Hawaiian Islands; 
transportation paid from Pacific Coast port of em- 
barkation. H12-11, Medical Bureau (Burneice Larson, 
Director) Palmolive Building, Chicago. 





MEDICAL SOCIAL WORKER—Appointment open in 
large psychiatric institution; starting salary, $2400, 
meals, laundry; South. H12-12, Medical Bureau (Bur- 
neice Larson, Director) Palmolive Building, Chicago. 


PUBLIC HEALTH NURSE—Supervisor in public health 
nursing for large city department; public health cer- 
tificate required; $2000-$2200; northwest. H12-13, 
Medical Bureau (Burneice Larson, Director) Palm- 
olive Building, Chicago. 





DIETITIANS—(a) Chief dietitian; one of leading hospi- 
tals in California; modern, well-equipped department; 
daily average of 800 meals; and three assistant dieti- 

4 tians; $200, meals, laundry. (b) Chief dietitian; 250- 

J bed hospital; ample number of assistants; minimum 

$150, maintenance; Rocky Mountain Area. (c) Dieti- 

tian-housekeeper; beautiful new hospital; Midwest; 
interesting connection. (d) Dietitian; university hos- 
pital; Midwest; recent graduate eligible; (e) Assistant 
administrative dietitian; duties: supervision of pa- 


1 tients’ trays, assisting supervision food preparation; 
) : large teaching hospital; $135, meals, laundry. (f) 
3 Chief dietitian; fairly large hospital; university town; 
' Southeast; $150, maintenance. H-15, Medical Bureau 
ig (Burneice Larson, Director) Palmolive Building, 
4 Chicago. 





December 1942 











M. Burneice Larson, Director 


With everybody from Grandfather to Little Sister 
Kate renting the old homestead or subletting the 
apartment to enter energetically into war work in 
distant cities—it follows that the home life of 
many hospital people has likewise been disrupted. 


In some cases it won't be possible to regain even 
a semblance of normalcy until the business at hand 
has been taken care of—and may it be soon! But if 
your particular family unit could be preserved 
through your relocating—we can probably help you 
to do so without professional loss—even to your 
professional advantage. 


We know of key positions available in nearly 
all departments of hospitals in all parts of the coun- 
try. If your nearest and dearest have taken up their 
abode in a city too distant to be visited with the 
current ration of gas, let us help you establish 
yourself within at least bicycling range! 


Your problem can be quickly and concisely pre- 
sented on one of our registration forms. Write for 
one today, indicating the phase of hospital service 
in which you are engaged. Our list of possibilities 
for rejoining the family circle will reach you soon 
after we have analyzed your qualifications and 
requirements. 


Merry Christmas and a Victorious 1943 to you all. 


M. BURNEICE LARSON 


Director, THE MEDICAL BUREAU 


PALMOLIVE BUILDING CHICAGO, ILLINOIS 



















































OU add to efficiency and subtract from the cost SEPTISOL SURGICAL SOAP 
through the perfect teamwork of the new im- ig scientifically prepared from olive 
proved Septisol Dispensers and Septisol Surgical it, cocoanut oil and other fine veg- 
Soap. There is no better combination for scrub-up table oils. Made especially for use 
room technique. in scrub-up rooms. It lathers to a 
The new improved Septisol Dispensers regulate the smooth creamy richness helping to 
flow of soap by feathertouch foot control—releas- _¢liminate dangers of infection and 
ing as much—or as little soap—as desired. More roughness that come from use of 
sanitary. More economical. No wasteful dripping. . harsh, irritating soaps. Best on the 
Last a lifetime because no moving parts—nothing market for scrub-up room use. 
to wear out. 3 models—double portable, single port- 
able and wall type, all attractively finished. 


VESTAL CHEMICAL LABORATORIES, inc. new vor 








Your Job— 


Watch the advertisements in the 
classified section of this magazine. 
You will find notices of positions 
open in all departments of the hos- 


pital. The cost of advertising is 


Uncle Sam Needs Them, Too! eight cents a word—a minimum of 


We are doing our best to supply our valued hospital custom- twenty-five words, $2.00. The value 
ers promptly, even though we are using a major part of our 


production facilities for blankets for the armed forces. Let us of this section of HOSPITALS 


know your needs—and remember, now more than ever it pays 
to buy St. Marys quality blankets. grows more important because of 


ST. MARYS WOOLEN MFG. CO., ST. MARYS, O. 


NEW YORK—200 Madison Ave., C. L. Wilson 
Mgr. Contract Dept. 


CHICAGO—1047 Merchandise Mart, Robt. L. Baird, Jr., 


Mgr. Contract Dept. HOSPITALS 
The Journal of the 
f. Ss American Hospital Association 
é 18 EAST DIVISION STREET — CHICAGO 
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war conditions. 





























Season's Greetings 


@ The December of our yesterdays was a happy month; a time 
of giving and reverential devotion; of warm feeling and uni- 
versal friendship. 


@ In some future day Christmas will return to its old status, 
men will forget the infamy of December Seventh and the heart- 
break of our world that followed. 


@ This year our choirs will sing militant church songs, and 
the carol “Peace on earth, good will to men” will be a silent 
prayer. 


@ A Merry Christmas in salutation stabs at the heart when 
one’s son is catching merry hell at the hands of the enemy. 


@ The hospital, where eager hands and willing hearts are al- 
ways giving spiritual consolation and surcease from pain, 
shines forth as a veritable “Star of the East” in our nation 
saddened this Christmastide. 


@ In a shaking world, where all the old standards are im- 
periled, men and institutions find the courage to sustain their 
weary hearts in the beautiful example of hospital service. Here 
you will find no rationing of loving care, here no edicts are 
handed down to stifle the warmth of personal service. 


@ Almost as if in a world set apart the hospital pursues its 
steady course. Somehow the spirit of the hospital carries on 
despite the limitations imposed upon it by priorities and allo- 
cations. 


@ And in this small bit of world where unselfishness gives 
glory to the Creator, a half-million hospital patients will gently 
slide into untroubled sleep on the eve of December twenty- 
fourth and dream with confidence of the white Christmas that 
the morrow brings. 


JAMES A. HAMILTON 


President American Hospital Association 


























